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IAC Supp. PREFACE IAC 5/16/12

The Iowa Administrative Code Supplement is published biweekly pursuant to Iowa Code
section 17A.6. The Supplement contains replacement chapters to be inserted in the loose-leaf Iowa
Administrative Code (IAC) according to instructions included with each Supplement. The replacement
chapters incorporate rule changes which have been adopted by the agencies and filed with the
Administrative Rules Coordinator as provided in lowa Code sections 7.17 and 17A.4 to 17A.6. To
determine the specific changes in the rules, refer to the lowa Administrative Bulletin bearing the same
publication date.

In addition to the changes adopted by agencies, the replacement chapters may reflect objection to a
rule or a portion of a rule filed by the Administrative Rules Review Committee (ARRC), the Governor,
or the Attorney General pursuant to lowa Code section 17A.4(6); an effective date delay imposed by
the ARRC pursuant to section 17A.4(7) or 17A.8(9); rescission of a rule by the Governor pursuant to
section 17A.4(8); or nullification of a rule by the General Assembly pursuant to Article 111, section 40,
of the Constitution of the State of lowa.

The Supplement may also contain replacement pages for the IAC Index or the Uniform Rules on
Agency Procedure.



IAC Supp. 5/16/12 Instructions Page 1

INSTRUCTIONS
FOR UPDATING THE

IOWA ADMINISTRATIVE CODE

Agency names and numbers in bold below correspond to the divider tabs in the IAC binders. New
and replacement chapters included in this Supplement are listed below. Carefully remove and insert
chapters accordingly.

Editor's telephone (515)281-3355 or (515)242-6873

Human Services Department[441]
Replace Chapter 79

Environmental Protection Commission[567]
Replace Chapter 61

Public Safety Department[661]
Replace Chapter 502
Replace Chapter 552

Revenue Department[701]
Replace Analysis
Replace Chapter 151
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CHAPTER 79
OTHER POLICIES RELATING TO PROVIDERS OF

MEDICAL AND REMEDIAL CARE
[Prior to 7/1/83, Social Services[770] Ch 79]

441—79.1(249A) Principles governing reimbursement of providers of medical and health
services. The basis of payment for services rendered by providers of services participating in the
medical assistance program is either a system based on the provider’s allowable costs of operation
or a fee schedule. Generally, institutional types of providers such as hospitals and nursing facilities
are reimbursed on a cost-related basis, and practitioners such as physicians, dentists, optometrists,
and similar providers are reimbursed on the basis of a fee schedule. Providers of service must accept
reimbursement based upon the department’s methodology without making any additional charge to the
member.

79.1(1) Types of reimbursement.

a.  Prospective cost-related. Providers are reimbursed on the basis of a per diem rate calculated
prospectively for each participating provider based on reasonable and proper costs of operation. The rate
is determined by establishing a base year per diem rate to which an annual index is applied.

b.  Retrospective cost-related. Providers are reimbursed on the basis of a per diem rate calculated
retrospectively for each participating provider based on reasonable and proper costs of operation with
suitable retroactive adjustments based on submission of financial and statistical reports by the provider.
The retroactive adjustment represents the difference between the amount received by the provider during
the year for covered services and the amount determined in accordance with an accepted method of
cost apportionment (generally the Medicare principles of apportionment) to be the actual cost of service
rendered medical assistance recipients.

c. Feeschedules. Fees for the various procedures involved are determined by the department with
advice and consultation from the appropriate professional group. The fees are intended to reflect the
amount of resources (time, training, experience) involved in each procedure. Individual adjustments will
be made periodically to correct any inequity or to add new procedures or eliminate or modify others. If
product cost is involved in addition to service, reimbursement is based either on a fixed fee, wholesale
cost, or on actual acquisition cost of the product to the provider, or product cost is included as part of the
fee schedule. Providers on fee schedules are reimbursed the lower of:

(1) The actual charge made by the provider of service.

(2) The maximum allowance under the fee schedule for the item of service in question.

Payment levels for fee schedule providers of service will be increased on an annual basis by an
economic index reflecting overall inflation as well as inflation in office practice expenses of the particular
provider category involved to the extent data is available. Annual increases will be made beginning July
1, 1988.

There are some variations in this methodology which are applicable to certain providers. These are
set forth below in subrules 79.1(3) to 79.1(9) and 79.1(15).

Fee schedules in effect for the providers covered by fee schedules can be obtained from the
department’s Web site at: http://www.ime.state.ia.us/Reports Publications/FeeSchedules.html.

d.  Feeforservice with cost settlement. Providers of case management services shall be reimbursed
on the basis of a payment rate for a 15-minute unit of service based on reasonable and proper costs for
service provision. The fee will be determined by the department with advice and consultation from the
appropriate professional group and will reflect the amount of resources involved in service provision.

(1) Providers are reimbursed throughout each fiscal year on the basis of a projected unit rate for
each participating provider. The projected rate is based on reasonable and proper costs of operation,
pursuant to federally accepted reimbursement principles (generally Medicare or OMB A-87 principles).

(2) Payments are subject to annual retrospective cost settlement based on submission of actual costs
of operation and service utilization data by the provider on Form 470-0664, Financial and Statistical
Report. The cost settlement represents the difference between the amount received by the provider
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during the year for covered services and the amount supported by the actual costs of doing business,
determined in accordance with an accepted method of cost appointment.

(3) The methodology for determining the reasonable and proper cost for service provision assumes
the following:

1. The indirect administrative costs shall be limited to 20 percent of other costs.

2. Mileage shall be reimbursed at a rate no greater than the state employee rate.

3. The rates a provider may charge are subject to limits established at 79.1(2).

4. Costs of operation shall include only those costs that pertain to the provision of services which
are authorized under rule 441—90.3(249A).

e.  Retrospectively limited prospective rates. Providers are reimbursed on the basis of a rate for a
unit of service calculated prospectively for each participating provider (and, for supported community
living daily rates, for each consumer or site) based on projected or historical costs of operation subject
to the maximums listed in subrule 79.1(2) and to retrospective adjustment pursuant to subparagraph
79.1(1) “e”(3).

(1) The prospective rates for new providers who have not submitted six months of cost reports will
be based on a projection of the provider’s reasonable and proper costs of operation until the provider has
submitted an annual cost report that includes a minimum of six months of actual costs.

(2) The prospective rates paid established providers who have submitted an annual report with
a minimum of a six-month history are based on reasonable and proper costs in a base period and are
adjusted annually for inflation.

(3) The prospective rates paid to both new and established providers are subject to the maximums
listed in subrule 79.1(2) and to retrospective adjustment based on the provider’s actual, current costs
of operation as shown by financial and statistical reports submitted by the provider, so as not to exceed
reasonable and proper costs actually incurred by more than 2.5 percent.

1~ Contractual rate. Providers are reimbursed on a basis of costs incurred pursuant to a contract
between the provider and subcontractor.

g Retrospectively adjusted prospective rates. Critical access hospitals are reimbursed
prospectively, with retrospective adjustments based on annual cost reports submitted by the hospital
at the end of the hospital’s fiscal year. The retroactive adjustment equals the difference between
the reasonable costs of providing covered services to eligible fee-for-service Medicaid members
(excluding members in managed care), determined in accordance with Medicare cost principles, and
the Medicaid reimbursement received. Amounts paid that exceed reasonable costs shall be recovered
by the department. See paragraphs 79.1(5) “aa” and 79.1(16) “h.”

h.  Indian health service 638 facilities. Indian health service 638 facilities as defined at rule
441—77.45(249A) are paid a special daily base encounter rate for all Medicaid-covered services
rendered to American Indian or Alaskan native persons who are Medicaid-eligible. This rate is updated
periodically and published in the Federal Register after being approved by the Office of Management
and Budget. Indian health service 638 facilities may bill only one charge per patient per day for services
provided to American Indians or Alaskan natives, which shall include all services provided on that day.

Services provided to Medicaid recipients who are not American Indians or Alaskan natives will
be paid at the fee schedule allowed by lowa Medicaid for the services provided and will be billed
separately by CPT code on the CMS-1500 Health Insurance Claim Form. Claims for services provided
to Medicaid recipients who are not American Indians or Alaskan natives must be submitted by the
individual practitioner enrolled in the lowa Medicaid program, but may be paid to the facility if the
provider agreement so stipulates.
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Human Services[441]

79.1(2) Basis of reimbursement of specific provider categories.

Provider category

Advanced registered nurse
practitioners

Ambulance

Ambulatory surgical centers

Area education agencies

Assertive community treatment

Audiologists

Behavioral health intervention

Behavioral health services
Birth centers
Chiropractors

Clinics

Community mental health
centers and providers of mental health
services to county residents pursuant
to a waiver approved under lowa
Code section 225C.7(3)

Dentists

Durable medical equipment,
prosthetic devices and medical supply
dealers

Family planning clinics

Federally qualified health
centers

Basis of
reimbursement
Fee schedule

Fee schedule

Base rate fee schedule as
determined by Medicare.
See 79.1(3)

Fee schedule

Fee schedule

Fee schedule

Fee schedule as determined by
the Iowa Plan for Behavioral
Health

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Retrospective cost-related.
See 79.1(25)

Fee schedule

Fee schedule.
See 79.1(4)

Fee schedule

Retrospective cost-related.
See 441—88.14(249A)
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Upper limit

Fee schedule in effect 11/30/09
less 5%.

Ground ambulance: Fee
schedule in effect 11/30/09

less 5%.

Air ambulance: Fee schedule in
effect 11/30/09 less 5%.

Fee schedule in effect 11/30/09
less 5%.

Fee schedule in effect 6/30/00
plus 0.7%.

$50.57 per day for each day on
which a team meeting is held.
Maximum of 5 days per week.

Fee schedule in effect 11/30/09
less 5%.

Fee schedule in effect 7/1/11.

Fee schedule in effect 11/30/09
less 5%.

Fee schedule in effect 11/30/09
less 5%.

Fee schedule in effect 11/30/09
less 5%.

Maximum physician
reimbursement rate.

100% of reasonable Medicaid
cost as determined by Medicare
cost reimbursement principles.

Fee schedule in effect 11/30/09
less 2.5%.

Fee schedule in effect 11/30/09
less 5%.

Fee schedule in effect 1/31/10.

1. Prospective payment rate
as required by the Medicare,
Medicaid, and SCHIP Benefits
Improvement and Protection
Act of 2000 (BIPA 2000) or
an alternative methodology
allowed thereunder, as specified
in “2” below.

2. 100% of reasonable cost as
determined by Medicare cost
reimbursement principles.
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Basis of
Provider category reimbursement
HCBS waiver service providers,
including:

1. Adult day care Fee schedule
2. Emergency response system:

Personal response system Fee schedule

Portable locator system Fee schedule
3. Home health aides Retrospective cost-related
4. Homemakers Fee schedule

IAC 5/16/12

Upper limit
3. In the case of services
provided pursuant to a contract
between an FQHC and a
managed care organization
(MCO), reimbursement from
the MCO shall be supplemented
to achieve “1” or “2” above.

Except as noted, limits apply to
all waivers that cover the named
provider.

For AIDS/HIV, brain injury,
elderly, and ill and handicapped
waivers effective 7/1/11:
Provider’s rate in effect
11/30/09. If no 11/30/09
rate: Veterans Administration
contract rate or $22.12 per
half-day, $44.03 per full day,
or $66.03 per extended day
if no Veterans Administration
contract.

For intellectual disability
waiver: County contract rate or,
effective 7/1/11 in the absence
of a contract rate, provider’s
rate in effect 11/30/09. If

no 11/30/09 rate, $29.47 per
half-day, $58.83 per full day, or
$75.00 per extended day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: Initial one-time
fee: $49.53. Ongoing monthly
fee: $38.52.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: One equipment
purchase: $307.69. Initial
one-time fee: $49.53. Ongoing
monthly fee: $38.52.

For AIDS/HIV, elderly, and

ill and handicapped waivers
effective 7/1/11: Lesser of
maximum Medicare rate in
effect 11/30/09 or maximum
Medicaid rate in effect 11/30/09.

For intellectual disability
waiver effective 7/1/11: Lesser
of maximum Medicare rate in
effect 11/30/09 or maximum
Medicaid rate in effect 11/30/09,
converted to an hourly rate.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $19.81 per hour.
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Provider category

5. Nursing care

6. Respite care when provided by:
Home health agency:

Specialized respite

Basic individual respite

Group respite

Home care agency:

Specialized respite

Basic individual respite

Group respite

Nonfacility care:

Specialized respite

Human Services[441]

Basis of
reimbursement

For elderly and intellectual
disability waivers: Fee schedule
as determined by Medicare.

For AIDS/HIV and ill and
handicapped waivers: Agency’s
financial and statistical cost
report and Medicare percentage
rate per visit.

Cost-based rate for nursing
services provided by a home
health agency

Cost-based rate for home health
aide services provided by a home
health agency

Retrospectively limited
prospective rates. See 79.1(15)

Retrospectively limited
prospective rates. See 79.1(15)

Retrospectively limited
prospective rates. See 79.1(15)

Retrospectively limited
prospective rates. See 79.1(15)

Retrospectively limited
prospective rates. See 79.1(15)
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Upper limit

For elderly waiver effective
7/1/11, provider’s rate in effect
11/30/09. If no 11/30/09 rate:
$82.92 per visit.

For intellectual disability
waiver effective 7/1/11: Lesser
of maximum Medicare rate in
effect 11/30/09 or maximum
Medicaid rate in effect 11/30/09,
converted to an hourly rate.

For AIDS/HIV and ill and
handicapped waivers effective
7/1/11, provider’s rate in effect
11/30/09. If no 11/30/09 rate:
$82.92 per visit.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If

no 11/30/09 rate: Lesser of
maximum Medicare rate in
effect 11/30/09 or maximum
Medicaid rate in effect 11/30/09,
converted to an hourly rate, not
to exceed $296.94 per day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If

no 11/30/09 rate: Lesser of
maximum Medicare rate in
effect 11/30/09 or maximum
Medicaid rate in effect 11/30/09,
converted to an hourly rate, not
to exceed $296.94 per day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour
not to exceed $296.94 per day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $33.75 per hour
not to exceed $296.94 per day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $18.01 per hour
not to exceed $296.94 per day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour
not to exceed $296.94 per day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $33.75 per hour
not to exceed $296.94 per day.
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Provider category

Basic individual respite

Group respite

Facility care:

Hospital or nursing facility
providing skilled care

Nursing facility

Camps

Adult day care

Intermediate care facility
for the mentally retarded

Residential care facilities
for persons with mental

retardation

Foster group care

Child care facilities

7. Chore service

Human Services[441]

Basis of
reimbursement

Retrospectively limited
prospective rates. See 79.1(15)

Retrospectively limited
prospective rates. See 79.1(15)

Fee schedule

Fee schedule

Retrospectively limited
prospective rates. See 79.1(15)

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Fee schedule

IAC 5/16/12

Upper limit

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $18.01 per hour
not to exceed $296.94 per day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour
not to exceed $296.94 per day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour
not to exceed the facility’s
daily Medicaid rate for skilled
nursing level of care.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour
not to exceed the facility’s daily
Medicaid rate.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour
not to exceed $296.94 per day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour
not to exceed rate for regular
adult day care services.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour
not to exceed the facility’s daily
Medicaid rate.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour
not to exceed contractual daily
rate.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour
not to exceed daily rate for child
welfare services.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour
not to exceed contractual daily
rate.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $7.71 per half
hour.
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Provider category

8. Home-delivered meals

9. Home and vehicle

10.

11.

13.

14.

15.

16.

modification

Mental health outreach
providers

Transportation

. Nutritional counseling

Assistive devices

Senior companion

Consumer-directed attendant
care provided by:

Agency (other than an elderly
waiver assisted living program)

Assisted living program (for
elderly waiver only)

Individual

Counseling

Individual:

Human Services[441]

Basis of
reimbursement

Fee schedule

Fee schedule. See 79.1(17)

Fee schedule

Fee schedule

Fee schedule

Fee schedule. See 79.1(17)

Fee schedule

Fee agreed upon by
member and provider

Fee agreed upon by
member and provider

Fee agreed upon by
member and provider

Fee schedule
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Upper limit
Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $7.71 per meal.
Maximum of 14 meals per
week.

For elderly waiver: $1,010
lifetime maximum.

For intellectual disability
waiver: $5,050 lifetime
maximum.

For brain injury, ill and
handicapped and physical
disability waivers: $6,060 per
year.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: On-site Medicaid
reimbursement rate for center
or provider. Maximum of 1440
units per year.

Effective 7/1/11: County
contract rate or, in the absence
of a contract rate, provider’s
rate in effect 11/30/09. If no
11/30/09 rate, the rate set by the
area agency on aging.

Effective 7/1/11 for non-county
contract: Provider’s rate in
effect 11/30/09. If no 11/30/09
rate: $8.25 per unit.

Effective 7/1/11: $110.05 per
unit.

Effective 7/1/11 for non-county
contract: Provider’s rate in
effect 11/30/09. If no 11/30/09
rate: $6.59 per hour.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $20.20 per hour
not to exceed $116.72 per day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If

no 11/30/09 rate: $1,117 per
calendar month. When prorated
per day for a partial month,
$36.71 per day.

Effective July 1, 2010, $13.47
per hour not to exceed $78.56
per day.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $10.79 per unit.
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Provider category
Group:

17. Case management

18. Supported community living

19. Supported employment:
Activities to obtain a job:

Job development

Employer development

Enhanced job search

Supports to maintain
employment

20. Specialized medical equipment

21. Behavioral programming

22. Family counseling and training

Human Services[441]

Basis of
reimbursement

Fee schedule

Fee schedule with cost
settlement. See 79.1(1)“d.”

Retrospectively limited
prospective rates. See 79.1(15)

Fee schedule

Fee schedule

Retrospectively limited
prospective rates. See 79.1(15)

Retrospectively limited
prospective rates. See 79.1(15)

Fee schedule. See 79.1(17)

Fee schedule

Fee schedule
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Upper limit

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $43.14 per hour.

For brain injury waiver:
Retrospective cost-settled rate.
For elderly waiver: Quarterly
revision of reimbursement
rate as necessary to maintain
projected expenditures within
the amounts budgeted under
the appropriations made for the
medical assistance program for
the fiscal year.

Effective 7/1/11: $34.98 per
hour, $78.88 per day not to

exceed the maximum daily

ICF/MR rate.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $909 per unit
(job placement). Maximum of
two units per 12 months.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $909 per unit
(job placement). Maximum of
two units per 12 months.

Effective 7/1/11: $34.98 per
hour. Maximum of 26 hours per
12 months.

Effective 7/1/11: $34.98 per
hour for all activities other than
personal care and services in an
enclave setting. $19.81 per hour
for personal care. $6.19 per
hour for services in an enclave
setting. $2,883.71 per month
for total service. Maximum of
40 units per week.

$6,060 per year.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $10.79 per 15
minutes.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $43.14 per hour.
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Provider category

23. Prevocational services

24. Interim medical monitoring
and treatment:

Home health agency
(provided by home health
aide)

Home health agency
(provided by nurse)

Child development home
or center

Supported community living
provider

25. Residential-based supported
community living

26. Day habilitation

27. Environmental modifications
and adaptive devices

28. Family and community support
services

29. In-home family therapy

30. Financial management services

31. Independent support broker

Human Services[441]

Basis of
reimbursement

Fee schedule

Cost-based rate for home health
aide services provided by a home
health agency

Cost-based rate for nursing
services provided by a home
health agency

Fee schedule

Retrospectively limited
prospective rate

Retrospectively limited
prospective rates. See 79.1(15)

Fee schedule

Fee schedule. See 79.1(17)

Retrospectively limited
prospective rates. See 79.1(15)

Fee schedule

Fee schedule

Rate negotiated by member
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Upper limit
For the brain injury waiver
effective 7/1/11: $48.22 per day,
$24.11 per half-day, or $13.21
per hour.

For the intellectual disability
waiver effective 7/1/11: County
contract rate or, in absence of
a contract rate, $48.22 per day,
$24.11 per half-day, or $13.21
per hour.

Effective 7/1/11: Lesser of
maximum Medicare rate in
effect 11/30/09 or maximum
Medicaid rate in effect 11/30/09,
converted to an hourly rate.

Effective 7/1/11: Lesser of
maximum Medicare rate in
effect 11/30/09 or maximum
Medicaid rate in effect 11/30/09,
converted to an hourly rate.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.12 per hour.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $34.98 per hour,
not to exceed the maximum
ICF/MR rate per day.

Effective 7/1/11: The maximum
ICF/MR rate per day.

Effective 7/1/11: County
contract rate or, in the absence
of a contract rate, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $13.21 per hour,
$32.15 per half-day, or $64.29
per day.

$6,060 per year.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $34.98 per hour.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $93.63 per hour.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If
no 11/30/09 rate: $65.65 per
enrolled member per month.

Effective 7/1/11, provider’s
rate in effect 11/30/09. If no
11/30/09 rate: $15.15 per hour.
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Provider category

32. Self-directed personal care

33. Self-directed community
supports and employment

34. Individual-directed goods
and services

Hearing aid dispensers

Home- and community-based
habilitation services:

1. Case management

2. Home-based habilitation
3. Day habilitation

4. Prevocational habilitation

5. Supported employment:
Activities to obtain a job:

Job development

Employer development

Enhanced job search

Supports to maintain
employment

Home health agencies

1. Skilled nursing, physical therapy,
occupational therapy, home health
aide, and medical social services;
home health care for maternity
patients and children

2. Private duty nursing and
personal care for persons aged 20 or
under

3. Administration of vaccines

Hospices

Hospitals (Critical access)

Human Services[441]

Basis of
reimbursement

Rate negotiated by member
Rate negotiated by member
Rate negotiated by member

Fee schedule plus product
acquisition cost

Fee schedule with cost
settlement. See 79.1(1)“d.”

Retrospective cost-related. See
79.1(24)

Retrospective cost-related. See
79.1(24)

Retrospective cost-related. See
79.1(24)

Fee schedule

Fee schedule

Retrospective cost-related. See
79.1(24)

Retrospective cost-related. See
79.1(24)

Retrospective cost-related

Interim fee schedule with
retrospective cost
settlement

Physician fee schedule

Fee schedule as determined
by Medicare

Retrospectively adjusted
prospective rates. See
79.1(1)“g” and 79.1(5)
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Upper limit

Determined by member’s
individual budget.

Determined by member’s
individual budget.

Determined by member’s
individual budget.

Fee schedule in effect 11/30/09
less 5%.

Retrospective cost-settled rate.

$46.70 per hour or $105.97 per
day.

$13.21 per hour, $32.15 per
half-day, or $64.29 per day.

$9.91 per hour, $24.11 per
half-day, or $48.22 per day.

$909 per unit (job placement).
Maximum of two units per 12
months.

$909 per unit (job placement).
Maximum of two units per 12
months.

Maximum of $34.98 per hour
and 26 hours per 12 months.

$6.19 per hour for services in an
enclave setting; $19.81 per hour
for personal care; and $34.98
per hour for all other services.
Total not to exceed $2,883.71
per month. Maximum of 40
units per week.

Lesser of maximum Medicare
rate in effect 11/30/09 or
maximum Medicaid rate in
effect 11/30/09 less 5%.

Medicaid rate in effect 11/30/09
less 5%.

Physician fee schedule rate.

Medicare cap.
(See 79.1(14)“d”)

The reasonable cost of covered
services provided to medical
assistance recipients or the
upper limits for other hospitals,
whichever is greater.
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Provider category
Hospitals (Inpatient)

Hospitals (Outpatient)

Independent laboratories

Indian health service 638 facilities

Infant and toddler program
providers

Intermediate care facilities
for the mentally retarded

Lead inspection agency
Local education agency

services providers

Maternal health centers

Nursing facilities:
1. Nursing facility care

Human Services[441]

Basis of
reimbursement

Prospective reimbursement.
See 79.1(5)

Prospective reimbursement or
hospital outpatient fee schedule.
See 79.1(16) “c”

Fee schedule.
See 79.1(6)

1. Base rate as determined
by the United States Office of
Management and Budget for
outpatient visits for American
Indian and Alaskan native
members.

2. Fee schedule for service
provided for all other
Medicaid members.

Fee schedule

Prospective reimbursement.
See 441—82.5(249A)

Fee schedule
Fee schedule

Reasonable cost per procedure on
a prospective basis as determined
by the department based on
financial and statistical data
submitted annually by the
provider group

Prospective reimbursement.

See 441—subrule 81.10(1)

and 441—81.6(249A). The
percentage of the median used to
calculate the direct care excess
payment allowance ceiling
under 441—381.6(16) “d”’(1)“1”
and (2)“1” is 95% of the
patient-day-weighted median.
The percentage of the difference
used to calculate the direct care
excess payment allowance is 0%.
The percentage of the median
used to calculate the direct care
excess payment allowance limit is
10% of the patient-day-weighted
median. The percentage of

the median used to calculate

the non-direct care excess
payment allowance ceiling
under 441—81.6(16) “d ’(1)*“2”
and (2)“2” is 96% of the
patient-day-weighted median.

Ch 79, p.11

Upper limit

Reimbursement rate in effect
11/30/09 less 5%.

Ambulatory payment
classification rate or hospital
outpatient fee schedule rate in
effect 11/30/09 less 5%.

Medicare fee schedule less 5%.
See 79.1(6)

1. Office of Management and
Budget rate published in the
Federal Register for outpatient
visit rate.

2. Fee schedule.

Fee schedule.

Eightieth percentile of
facility costs as calculated from
annual cost reports.

Fee schedule in effect 11/30/09
less 5%.

Fee schedule.

Fee schedule in effect 11/30/09
less 5%.

See 441—subrules 81.6(4)
and 81.6(14) and paragraph
81.6(16)“f.” The direct
care rate component limit
under 441—81.6(16) “f(1)
and (2) is 120% of the
patient-day-weighted
median. The non-direct
care rate component limit
under 441—381.6(16) “f(1)
and (2) is 110% of the
patient-day-weighted median.
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Provider category

2. Hospital-based, Medicare-certified
nursing care

Occupational therapists

Opticians

Optometrists

Orthopedic shoe dealers

Pharmaceutical case
management

Pharmacy administration
of influenza vaccine to children

Physical therapists

Human Services[441]

Basis of
reimbursement

The percentage of the difference
used to calculate the non-direct
care excess payment allowance
limit is 0%. The percentage of
the median used to calculate the
non-direct care excess payment
allowance limit is 8% of the
patient-day-weighted median.

Prospective reimbursement.

See 441—subrule 81.10(1)

and 441—81.6(249A). The
percentage of the median used to
calculate the direct care excess
payment allowance ceiling under
441—81.6(16) “d’(3)“1” is 95%
of the patient-day-weighted
median. The percentage of the
difference used to calculate

the direct care excess payment
allowance is 0%. The percentage
of the median used to calculate
the direct care excess payment
allowance limit is 10% of

the patient-day-weighted
median. The percentage of

the median used to calculate

the non-direct care excess
payment allowance ceiling under
441—81.6(16) “d’(3)*2” is 96%
of the patient-day-

weighted median. The
percentage of the difference
used to calculate the non-direct
care excess payment allowance
limit is 0%. The percentage of
the median used to calculate the
non-direct care excess payment
allowance limit is 8% of the
patient-day-weighted median.

Fee schedule

Fee schedule. Fixed fee for
lenses and frames; other
optical materials at product
acquisition cost

Fee schedule. Fixed fee for
lenses and frames; other
optical materials at product
acquisition cost

Fee schedule

Fee schedule.
See 79.1(18)

Physician fee schedule for
immunization administration

Fee schedule

IAC 5/16/12

Upper limit

See 441—subrules 81.6(4)
and 81.6(14) and paragraph
81.6(16) “f.” The direct care
rate component limit under
441—81.6(16) “f”(3) is 120%
of the patient-day-weighted
median. The non-direct care
rate component limit under
441—81.6(16) “f”(3) is 110%
of the patient-day-weighted
median.

Fee schedule in effect 11/30/09
less 5%.

Fee schedule in effect 11/30/09
less 5%.

Fee schedule in effect 11/30/09
less 5%.

Fee schedule in effect 11/30/09
less 5%.

Refer to 79.1(18).

Fee schedule in effect 11/30/09
less 5%.

Fee schedule in effect 11/30/09
less 5%.



IAC 5/16/12

Provider category

Physicians (doctors of medicine
or osteopathy)
Anesthesia services

Podiatrists

Prescribed drugs

Psychiatric medical institutions
for children
1. Inpatient

2. Outpatient day treatment
Psychologists
Rehabilitation agencies
Remedial services

Rural health clinics

Screening centers

State-operated institutions

Targeted case management
providers

Human Services[441]

Basis of
reimbursement

Fee schedule.
See 79.1(7) “a”
Fee schedule

Fee schedule

See 79.1(8)

Retrospective cost-related

Fee schedule
Fee schedule
Fee schedule
Retrospective cost-related.

See 79.1(23)

Retrospective cost-related.
See 441—88.14(249A)

Fee schedule

Retrospective cost-related

Fee for service with cost
settlement. See 79.1(1)“d.”

79.1(3) Ambulatory surgical centers.

Ch 79, p.13

Upper limit

Fee schedule in effect 11/30/09
less 5%.

Fee schedule in effect 11/30/09
less 5%.

Fee schedule in effect 11/30/09
less 5%.

$6.20 dispensing fee effective
8/1/11.
(See 79.1(8)“a,” “b,” and “e.”)

Effective 8/1/11: Actual and
allowable cost not to exceed a
maximum for non-state-owned
providers of 103% of
patient-day-weighted average
costs of non-state-owned
providers located within lowa.

Effective 8/1/11: Fee schedule
in effect 11/30/09.

Fee schedule in effect 11/30/09
less 5%.

Medicare fee schedule less 5%;
refer to 79.1(21).

110% of average cost less 5%.

1. Prospective payment rate

as required by the Medicare,
Medicaid, and SCHIP Benefits
Improvement and Protection
Act of 2000 (BIPA 2000) or

an alternative methodology
allowed thereunder, as specified
in “2” below.

2. 100% of reasonable cost as
determined by Medicare cost
reimbursement principles.

3. In the case of services
provided pursuant to a contract
between an RHC and a managed
care organization (MCO),
reimbursement from the MCO
shall be supplemented to
achieve “1” or “2” above.

Reimbursement rate for center
in effect 11/30/09 less 5%.

Retrospective cost-settled rate.

a. Payment is made for facility services on a fee schedule determined by the department and
published on the department’s Web site. These fees are grouped into nine categories corresponding
to the difficulty or complexity of the surgical procedure involved.
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b.  Services of the physician or the dentist are reimbursed on the basis of a fee schedule (see
paragraph 79.1(1) “c”). This payment is made directly to the physician or dentist.

79.1(4) Durable medical equipment, prosthetic devices, medical supply dealers. Fees for durable
medical appliances, prosthetic devices and medical supplies are developed from several pricing sources
and are based on pricing appropriate to the date of service; prices are developed using prior calendar year
price information. The average wholesale price from all available sources is averaged to determine the
fee for each item. Payment for used equipment will be no more than 80 percent of the purchase allowance.
For supplies, equipment, and servicing of standard wheelchairs, standard hospital beds, enteral nutrients,
and enteral and parenteral supplies and equipment, the fee for payment shall be the lowest price for which
the devices are widely and consistently available in a locality.

79.1(5) Reimbursement for hospitals.

a.  Definitions.

“Adolescent” shall mean a Medicaid patient 17 years or younger.

“Adult” shall mean a Medicaid patient 18 years or older.

“Average daily rate” shall mean the hospital’s final payment rate multiplied by the DRG weight and
divided by the statewide average length of stay for a DRG.

“Base year cost report” means the hospital’s cost report with fiscal year end on or after January 1,
2007, and before January 1, 2008, except as noted in 79.1(5) “x.” Cost reports shall be reviewed using
Medicare’s cost reporting and cost reimbursement principles for those cost reporting periods.

“Blended base amount” shall mean the case-mix-adjusted, hospital-specific operating cost per
discharge associated with treating Medicaid patients, plus the statewide average case-mix-adjusted
operating cost per Medicaid discharge, divided by two. This base amount is the value to which
payments for inflation and capital costs are added to form a final payment rate. The costs of hospitals
receiving reimbursement as critical access hospitals during any of the period included in the base-year
cost report shall not be used in determining the statewide average case-mix-adjusted operating cost per
Medicaid discharge.

For purposes of calculating the disproportionate share rate only, a separate blended base amount shall
be determined for any hospital that qualifies for a disproportionate share payment only as a children’s
hospital based on a distinct area or areas serving children. This separate amount shall be determined
using only the case-mix-adjusted operating cost per discharge associated with treating Medicaid patients
in the distinct area or areas of the hospital where services are provided predominantly to children under
18 years of age.

“Blended capital costs” shall mean case-mix-adjusted hospital-specific capital costs, plus statewide
average capital costs, divided by two. The costs of hospitals receiving reimbursement as critical access
hospitals during any of the period of time included in the base-year cost report shall not be used in
determining the statewide average capital costs.

For purposes of calculating the disproportionate share rate only, separate blended capital costs shall
be determined for any hospital that qualifies for a disproportionate share payment only as a children’s
hospital based on a distinct area or areas serving children, using only the capital costs related to the
distinct area or areas of the hospital where services are provided predominantly to children under 18
years of age.

“Capital costs” shall mean an add-on to the blended base amount, which shall compensate for
Medicaid’s portion of capital costs. Capital costs for buildings, fixtures and movable equipment are
defined in the hospital’s base year cost report, are case-mix adjusted, are adjusted to reflect 80 percent
of allowable costs, and are adjusted to be no greater than one standard deviation off the mean Medicaid
blended capital rate.

For purposes of calculating the disproportionate share rate only, separate capital costs shall be
determined for any hospital that qualifies for a disproportionate share payment only as a children’s
hospital based on a distinct area or areas serving children, using only the base year cost report
information related to the distinct area or areas of the hospital where services are provided predominantly
to children under 18 years of age.
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“Case-mix adjusted” shall mean the division of the hospital-specific base amount or other applicable
components of the final payment rate by the hospital-specific case-mix index. For purposes of calculating
the disproportionate share rate only, a separate case-mix adjustment shall be determined for any hospital
that qualifies for a disproportionate share payment only as a children’s hospital based on a distinct area
or areas serving children, using the base amount or other applicable component for the distinct area or
areas of the hospital where services are provided predominantly to children under 18 years of age.

“Case-mix index” shall mean an arithmetical index measuring the relative average costliness
of cases treated in a hospital compared to the statewide average. For purposes of calculating the
disproportionate share rate only, a separate case-mix index shall be determined for any hospital that
qualifies for a disproportionate share payment only as a children’s hospital based on a distinct area or
areas serving children, using the average costliness of cases treated in the distinct area or areas of the
hospital where services are provided predominantly to children under 18 years of age.

“Children’s hospitals” shall mean hospitals with inpatients predominantly under 18 years of age.
For purposes of qualifying for disproportionate share payments from the graduate medical education
and disproportionate share fund, a children’s hospital is defined as a duly licensed hospital that:

1.  Either provides services predominantly to children under 18 years of age or includes a distinct
area or areas that provide services predominantly to children under 18 years of age, and

2. Isavoting member of the National Association of Children’s Hospitals and Related Institutions.

“Cost outlier ” shall mean cases which have an extraordinarily high cost as established in 79.1(5) “’f, ”
so as to be eligible for additional payments above and beyond the initial DRG payment.

“Critical access hospital” or “CAH” means a hospital licensed as a critical access hospital by the
department of inspections and appeals pursuant to rule 481—51.52(135B).

“Diagnosis-related group (DRG)” shall mean a group of similar diagnoses combined based on
patient age, procedure coding, comorbidity, and complications.

“Direct medical education costs” shall mean costs directly associated with the medical education
of interns and residents or other medical education programs, such as a nursing education program or
allied health programs, conducted in an inpatient setting, that qualify for payment as medical education
costs under the Medicare program. The amount of direct medical education costs is determined from the
hospital base year cost reports and is inflated and case-mix adjusted in determining the direct medical
education rate. Payment for direct medical education costs shall be made from the graduate medical
education and disproportionate share fund and shall not be added to the reimbursement for claims.

For purposes of calculating the disproportionate share rate only, separate direct medical education
costs shall be determined for any hospital that qualifies for a disproportionate share payment only as a
children’s hospital based on a distinct area or areas serving children, using only costs associated with
the distinct area or areas in the hospital where services are provided predominantly to children under 18
years of age.

“Direct medical education rate” shall mean a rate calculated for a hospital reporting medical
education costs on the Medicare cost report (CMS 2552). The rate is calculated using the following
formula: Direct medical education costs are multiplied by inflation factors. The result is divided by the
hospital’s case-mix index, then is further divided by net discharges.

For purposes of calculating the disproportionate share rate only, a separate direct medical education
rate shall be determined for any hospital that qualifies for a disproportionate share payment only as a
children’s hospital based on a distinct area or areas serving children, using the direct medical education
costs, case-mix index, and net discharges of the distinct area or areas in the hospital where services are
provided predominantly to children under 18 years of age.

“Disproportionate share payment” shall mean a payment that shall compensate for treatment of a
disproportionate share of poor patients. On or after July 1, 1997, the disproportionate share payment
shall be made directly from the graduate medical education and disproportionate share fund and shall
not be added to the reimbursement for claims with discharge dates on or after July 1, 1997.

“Disproportionate share percentage” shall mean either (1) the product of 2% percent multiplied
by the number of standard deviations by which the hospital’s own Medicaid inpatient utilization rate
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exceeds the statewide mean Medicaid inpatient utilization rate for all hospitals, or (2) 2} percent. (See
79.1(5)“y(7).)

A separate disproportionate share percentage shall be determined for any hospital that qualifies for
a disproportionate share payment only as a children’s hospital, using the Medicaid inpatient utilization
rate for children under 18 years of age at the time of admission in all distinct areas of the hospital where
services are provided predominantly to children under 18 years of age.

“Disproportionate share rate”’ shall mean the sum of the blended base amount, blended capital costs,
direct medical education rate, and indirect medical education rate multiplied by the disproportionate
share percentage.

“DRG weight” shall mean a number that reflects relative resource consumption as measured by the
relative charges by hospitals for cases associated with each DRG. That is, the lowa-specific DRG weight
reflects the relative charge for treating cases classified in a particular DRG compared to the average
charge for treating all Medicaid cases in all DRGs in Iowa hospitals.

“Final payment rate” shall mean the aggregate sum of the two components (the blended base amount
and capital costs) that, when added together, form the final dollar value used to calculate each provider’s
reimbursement amount when multiplied by the DRG weight. These dollar values are displayed on the
rate table listing.

“Full DRG transfer” shall mean that a case, coded as a transfer to another hospital, shall be
considered to be a normal claim for recalibration or rebasing purposes if payment is equal to or greater
than the full DRG payment.

“GME/DSH fund apportionment claim set” means the hospital’s applicable Medicaid claims paid
from July 1, 2008, through June 30, 2009. The claim set is updated in July of every third year.

“GME/DSH fund implementation year” means 2009.

“Graduate medical education and disproportionate share fund” or “GME/DSH fund” means
a reimbursement fund developed as an adjunct reimbursement methodology to directly reimburse
qualifying hospitals for the direct and indirect costs associated with the operation of graduate medical
education programs and the costs associated with the treatment of a disproportionate share of poor,
indigent, nonreimbursed or nominally reimbursed patients for inpatient services.

“Indirect medical education rate” shall mean a rate calculated as follows: The statewide average
case-mix adjusted operating cost per Medicaid discharge, divided by two, is added to the statewide
average capital costs, divided by two. The resulting sum is then multiplied by the ratio of the number
of full-time equivalent interns and residents serving in a Medicare-approved hospital teaching program
divided by the number of beds included in hospital departments served by the interns’ and residents’
program, and is further multiplied by 1.159.

For purposes of calculating the disproportionate share rate only, a separate indirect medical education
rate shall be determined for any hospital that qualifies for a disproportionate share payment only as
a children’s hospital based on a distinct area or areas serving children, using the number of full-time
equivalent interns and residents and the number of beds in the distinct area or areas in the hospital where
services are provided predominantly to children under 18 years of age.

“Inlier” shall mean those cases where the length of stay or cost of treatment falls within the actual
calculated length of stay criteria, or the cost of treating a patient is within the cost boundaries of a DRG
payment.

“Long stay outlier” shall mean cases which have an associated length of stay that is greater than
the calculated length of stay parameters as defined within the length of stay calculations for that DRG.
Payment is as established in 79.1(5)f.”

“Low-income utilization rate” shall mean the ratio of gross billings for all Medicaid, bad debt,
and charity care patients, including billings for Medicaid enrollees of managed care organizations and
primary care case management organizations, to total billings for all patients. Gross billings do not
include cash subsidies received by the hospital for inpatient hospital services except as provided from
state or local governments.

A separate low-income utilization rate shall be determined for any hospital qualifying or seeking
to qualify for a disproportionate share payment as a children’s hospital, using only billings for patients
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under 18 years of age at the time of admission in the distinct area or areas in the hospital where services
are provided predominantly to children under 18 years of age.

“Medicaid claim set” means the hospital’s applicable Medicaid claims for the period of January 1,
2006, through December 31, 2007, and paid through March 31, 2008.

“Medicaid inpatient utilization rate” shall mean the number of total Medicaid days, including days
for Medicaid enrollees of managed care organizations and primary care case management organizations,
both in-state and out-of-state, and [owa state indigent patient days divided by the number of total inpatient
days for both in-state and out-of-state recipients. Children’s hospitals, including hospitals qualifying for
disproportionate share as a children’s hospital, receive twice the percentage of inpatient hospital days
attributable to Medicaid patients.

A separate Medicaid inpatient utilization rate shall be determined for any hospital qualifying or
seeking to qualify for a disproportionate share payment as a children’s hospital, using only Medicaid
days, lowa state indigent patient days, and total inpatient days attributable to patients under 18 years of
age at the time of admission in all distinct areas of the hospital where services are provided predominantly
to children under 18 years of age.

“Neonatal intensive care unit” shall mean a designated level II or level III neonatal unit.

“Net discharges” shall mean total discharges minus transfers and short stay outliers.

“Quality improvement organization” or “QIO” shall mean the organization that performs medical
peer review of Medicaid claims, including review of validity of hospital diagnosis and procedure coding
information; completeness, adequacy and quality of care; appropriateness of admission, discharge and
transfer; and appropriateness of prospective payment outlier cases. These activities undertaken by the
QIO may be included in a contractual relationship with the lowa Medicaid enterprise.

“Rate table listing” shall mean a schedule of rate payments for each provider. The rate table listing
is defined as the output that shows the final payment rate by hospital before being multiplied by the
appropriate DRG weight.

“Rebasing” shall mean the redetermination of the blended base amount or other applicable
components of the final payment rate from more recent Medicaid cost report data.

“Rebasing implementation year” means 2008 and every three years thereafter.

“Recalibration” shall mean the adjustment of all DRG weights to reflect changes in relative resource
consumption.

“Short stay day outlier” shall mean cases which have an associated length of stay that is less than
the calculated length of stay parameters as defined within the length of stay calculations. Payment rates
are established in 79.1(5)“f.”

b.  Determination of final payment rate amount. The hospital DRG final payment amount reflects
the sum of inflation adjustments to the blended base amount plus an add-on for capital costs. This blended
base amount plus the add-on is multiplied by the set of lowa-specific DRG weights to establish a rate
schedule for each hospital. Federal DRG definitions are adopted except as provided below:

(1) Substance abuse units certified pursuant to 79.1(5)“x” Three sets of DRG weights are
developed for DRGs concerning rehabilitation of substance abuse patients. The first set of weights is
developed from charges associated with treating adults in certified substance abuse units. The second
set of weights reflects charges associated with treating adolescents in mixed-age certified substance
abuse units. The third set of weights reflects charges associated with treating adolescents in designated
adolescent-only certified substance abuse units.

Hospitals with these units are reimbursed using the weight that reflects the age of each patient.
Out-of-state hospitals may not receive reimbursement for the rehabilitation portion of substance abuse
treatment.

(2) Neonatal intensive care units certified pursuant to 79.1(5)“r” Three sets of weights are
developed for DRGs concerning treatment of neonates. One set of weights is developed from charges
associated with treating neonates in a designated level III neonatal intensive care unit for some portion
of their hospitalization. The second set of weights is developed from charges associated with treating
neonates in a designated level II neonatal intensive care unit for some portion of their hospitalization.
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The third set of weights reflects charges associated with neonates not treated in a designated level II or
level III setting. Hospitals are reimbursed using the weight that reflects the setting for neonate treatment.

(3) Psychiatric units. Rescinded IAB 8/29/07, effective 8/10/07.

c¢.  Calculation of lowa-specific weights and case-mix index. From the Medicaid claim set, the
recalibration for rates effective October 1, 2008, will use all normal inlier claims, discard short stay
outliers, discard transfers where the final payment is less than the full DRG payment, include transfers
where the full payment is greater than or equal to the full DRG payment, and use only the estimated
charge for the inlier portion of long stay outliers and cost outliers for weighting calculations. These are
referred to as trimmed claims.

(1) Iowa-specific weights are calculated with Medicaid charge data from the Medicaid claim set
using trimmed claims. Medicaid charge data for hospitals receiving reimbursement as critical access
hospitals during any of the period included in the base-year cost report shall not be used in calculating
Iowa-specific weights. One weight is determined for each DRG with noted exceptions. Weights are
determined through the following calculations:

1. Determine the statewide geometric mean charge for all cases classified in each DRG.

2. Compute the statewide aggregate geometric mean charge for each DRG by multiplying the
statewide geometric mean charge for each DRG by the total number of cases classified in that DRG.

3. Sum the statewide aggregate geometric mean charges for all DRGs and divide by the total
number of cases for all DRGs to determine the weighted average charge for all DRGs.

4. Divide the statewide geometric mean charge for each DRG by the weighted average charge for
all DRGs to derive the lowa-specific weight for each DRG.

5. Normalize the weights so that the average case has a weight of one.

(2) The hospital-specific case-mix index is computed by taking each hospital’s trimmed claims that
match the hospital’s base year cost reporting period, summing the assigned DRG weights associated with
those claims and dividing by the total number of Medicaid claims associated with that specific hospital
for that period. Case-mix indices are not computed for hospitals receiving reimbursement as critical
access hospitals.

(3) For purposes of calculating the disproportionate share rate only, a separate hospital-specific
case-mix index shall be computed for any hospital that qualifies for a disproportionate share payment
only as a children’s hospital. The computation shall use only claims and associated DRG weights for
services provided to patients under 18 years of age at the time of admission in all distinct areas of the
hospital where services are provided predominantly to children under 18 years of age.

d.  Calculation of blended base amount. The DRG blended base amount reflects a 50/50 blend of
statewide and hospital-specific base amounts.

(1) Calculation of statewide average case-mix-adjusted cost per discharge. The statewide average
cost per discharge is calculated by subtracting from the statewide total lowa Medicaid inpatient
expenditures:

1.  The total calculated dollar expenditures based on hospitals’ base-year cost reports for capital
costs and medical education costs, and

2. The actual payments made for additional transfers, outliers, physical rehabilitation services,
psychiatric services rendered on or after October 1, 2006, and indirect medical education.

Cost report data for hospitals receiving reimbursement as critical access hospitals during any of the
period of time included in the base-year cost report is not used in calculating the statewide average
cost per discharge. The remaining amount (which has been case-mix adjusted and adjusted to reflect
inflation if applicable) is divided by the statewide total number of lowa Medicaid discharges reported in
the Medicaid management information system (MMIS) less an actual number of nonfull DRG transfers
and short stay outliers.

(2) Calculation of hospital-specific case-mix-adjusted average cost per discharge.  The
hospital-specific case-mix-adjusted average cost per discharge is calculated by subtracting from the
lesser of total lowa Medicaid costs or covered reasonable charges, as determined by the hospital’s
base-year cost report or MMIS claims system, the actual dollar expenditures for capital costs,
direct medical education costs, and the payments made for nonfull DRG transfers, outliers, physical
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rehabilitation services, and psychiatric services rendered on or after October 1, 2006, if applicable. The
remaining amount is case-mix adjusted, multiplied by inflation factors, and divided by the total number
of lowa Medicaid discharges from the MMIS claims system for that hospital during the applicable base
year, less the nonfull DRG transfers and short stay outliers.

For purposes of calculating the disproportionate share rate only, a separate hospital-specific
case-mix-adjusted average cost per discharge shall be calculated for any hospital that qualifies for a
disproportionate share payment only as a children’s hospital based on a distinct area or areas serving
children, using the costs, charges, expenditures, payments, discharges, transfers, and outliers attributable
to the distinct area or areas in the hospital where services are provided predominantly to children under
18 years of age.

(3) Calculation of the blended statewide and hospital-specific base amount. The hospital-specific
case-mix adjusted average cost per discharge is added to the case-mix adjusted statewide average cost
per discharge and divided by two to arrive at a 50/50 blended base amount.

e. Add-ons to the base amount.

(1) One payment for capital costs is added on to the blended base amount.

Capital costs are included in the rate table listing and added to the blended base amount before
the final payment rate schedule is set. This add-on reflects a 50/50 blend of the statewide average
case-mix-adjusted capital cost per discharge and the case-mix-adjusted hospital-specific base-year
capital cost per discharge attributed to lowa Medicaid patients.

Allowable capital costs are determined by multiplying the capital amount from the base-year cost
report by 80 percent. Cost report data for hospitals receiving reimbursement as critical access hospitals
during any of the period of time included in the base-year cost report is not used in calculating the
statewide average case-mix-adjusted capital cost per discharge.

The 50/50 blend is calculated by adding the case-mix-adjusted hospital-specific per discharge
capital cost to the statewide average case-mix-adjusted per discharge capital costs and dividing by two.
Hospitals whose blended capital add-on exceeds one standard deviation off the mean Medicaid blended
capital rate will be subject to a reduction in their capital add-on to equal the first standard deviation.

For purposes of calculating the disproportionate share rate only, a separate add-on to the base amount
for capital costs shall be calculated for any hospital that qualifies for a disproportionate share payment
only as a children’s hospital based on a distinct area or areas serving children, using the case-mix-adjusted
hospital-specific base-year capital cost per discharge attributed to lowa Medicaid patients in the distinct
area or areas in the hospital where services are provided predominantly to children under 18 years of age.

(2) Rescinded IAB 7/6/05, effective 7/1/05.

1 Outlier payment policy. Additional payment is made for approved cases meeting or exceeding
Medicaid criteria for day and cost outliers for each DRG. Effective for claims with dates of services
ending July 1, 1993, and after, 100 percent of outlier costs will be paid to facilities at the time of claim
reimbursement. The QIO shall perform retrospective outlier reviews in accordance with the terms in
the contract between the department and the QIO. The QIO contract is available for review at the lowa
Medicaid Enterprise, 100 Army Post Road, Des Moines, lowa.

(1) Long stay outliers. Long stay outliers are incurred when a patient’s stay exceeds the upper day
limit threshold. This threshold is defined as the lesser of the arithmetically calculated average length
of stay plus 23 days of care or two standard deviations above the average statewide length of stay for a
given DRG, calculated geometrically. Reimbursement for long stay outliers is calculated at 60 percent
of the average daily rate for the given DRG for each approved day of stay beyond the upper day limit.
Payment for long stay outliers shall be paid at 100 percent of the calculated amount and made at the time
the claim is originally paid.

(2) Short stay outliers. Short stay outliers are incurred when a patient’s length of stay is greater
than two standard deviations from the geometric mean below the average statewide length of stay for a
given DRG, rounded to the next highest whole number of days. Payment for short stay outliers will be
200 percent of the average daily rate for each day the patient qualifies up to the full DRG payment. Short
stay outlier claims will be subject to QIO review and payment denied for inappropriate admissions.
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(3) Costoutliers. Cases qualify as cost outliers when costs of service in a given case, not including
any add-on amounts for direct or indirect medical education or disproportionate share costs exceed the
cost threshold. This cost threshold is determined to be the greater of two times the statewide average
DRG payment for that case or the hospital’s individual DRG payment for that case plus $16,000. Costs
are calculated using hospital-specific cost-to-charge ratios determined in the base-year cost reports.
Additional payment for cost outliers is 80 percent of the excess between the hospital’s cost for the
discharge and the cost threshold established to define cost outliers. Payment of cost outlier amounts
shall be paid at 100 percent of the calculated amount and made at the time the claim is paid.

Those hospitals that are notified of any outlier review initiated by the QIO must submit all requested
supporting data to the QIO within 60 days of the receipt of outlier review notification, or outlier payment
will be forfeited and recouped. In addition, any hospital may request a review for outlier payment by
submitting documentation to the QIO within 365 days of receipt of the outlier payment. If requests are
not filed within 365 days, the provider loses the right to appeal or contest that payment.

(4) Day and cost outliers. Cases qualifying as both day and cost outliers are given additional
payment as cost outliers only.

g.  Billing for patient transfers and readmissions.

(1) Transfers between hospitals. When a Medicaid patient is transferred the initial hospital or unit
is paid 100 percent of the average daily rate of the transferring hospital’s payment for each day the patient
remained in that hospital or unit, up to 100 percent of the entire DRG payment. The hospital or unit that
received the transferred patient receives the entire DRG payment.

(2) Substance abuse units. When a patient is discharged to or from an acute care hospital and
is admitted to or from a substance abuse unit certified pursuant to paragraph 79.1(5)“7” both the
discharging and admitting hospitals will receive 100 percent of the DRG payment.

(3) Physical rehabilitation hospitals or units. When a patient requiring physical rehabilitation is
discharged from an acute care hospital and admitted to a rehabilitation hospital or unit certified pursuant
to 79.1(5)“r,” and the admission is medically appropriate, then payment for time spent in the unit is
through a per diem. The discharging hospital will receive 100 percent of the DRG payment. When a
patient is discharged from a certified physical rehabilitation hospital or unit and admitted to an acute care
hospital, the acute care hospital will receive 100 percent of the DRG payment.

When a patient requiring physical rehabilitation is discharged from a facility other than an acute
care hospital and admitted to a rehabilitation hospital or unit certified pursuant to 79.1(5) ‘7~ and the
admission is medically appropriate, then payment for time spent in the unit is based on a per diem. The
other facility will receive payment in accordance with rules governing that facility. When a patient is
discharged from a certified physical rehabilitation hospital or unit and admitted to a facility other than
an acute care hospital, the other facility will receive payment in accordance with rules governing that
facility.

(4) Psychiatric units. When a patient is discharged to or from an acute care hospital before October
1, 2006, and is admitted to or from a psychiatric unit certified pursuant to paragraph 79.1(5) “z, ” both the
discharging and admitting hospitals will receive 100 percent of the DRG payment.

Effective October 1, 2006, when a patient requiring psychiatric care is discharged from an acute care
hospital and admitted to a psychiatric unit certified pursuant to paragraph 79.1(5) “z, ” and the admission
is medically appropriate, then payment for time spent in the unit is through a per diem. The discharging
hospital will receive 100 percent of the DRG payment. When a patient is discharged from a certified
psychiatric unit and is admitted to an acute care hospital, the acute care hospital will receive 100 percent
of the DRG payment.

When a patient requiring psychiatric care is discharged from a facility other than an acute care
hospital on or after October 1, 2006, and is admitted to a psychiatric unit certified pursuant to paragraph
79.1(5) “r,” and the admission is medically appropriate, then payment for time spent in the unit is based
on a per diem. The other facility will receive payment in accordance with rules governing that facility.
When a patient is discharged from a certified psychiatric unit on or after October 1, 2006, and is admitted
to a facility other than an acute care hospital, the other facility will receive payment in accordance with
rules governing that facility.
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h.  Covered DRGs. Medicaid DRGs cover services provided in acute care general hospitals, with
the exception of services provided in physical rehabilitation hospitals and units certified pursuant to

Iz

paragraph 79.1(5) “r,” and services provided on or after October 1, 2006, in psychiatric units certified
pursuant to paragraph 79.1(5) “r, ” which are paid per diem, as specified in paragraph 79.1(5) “i.”

i.  Payment for certified physical rehabilitation hospitals and units and psychiatric units. Payment
for services provided by a physical rehabilitation hospital or unit certified pursuant to paragraph
79.1(5) “r” and for services provided on or after October 1, 2006, in a psychiatric unit certified pursuant
to paragraph 79.1(5) “r” is prospective. The payment is based on a per diem rate calculated for each
hospital by establishing a base-year per diem rate to which an annual index is applied.

(1) Per diem calculation. The base rate shall be the medical assistance per diem rate as determined
by the individual hospital’s base-year cost report pursuant to paragraph 79.1(5) “a. ” No recognition will
be given to the professional component of the hospital-based physicians except as noted under paragraph
79.1(5)°5.”

(2) Rescinded IAB 5/12/93, effective 7/1/93.

(3) Per diem reimbursement. Hospitals shall be reimbursed the lower of actual charges or the
medical assistance cost per diem rate. The determination of the applicable rate shall be based on
the hospital fiscal year aggregate of actual charges and medical assistance cost per diem rate. If an
overpayment exists, the hospital will refund or have the overpayment deducted from subsequent
billings.

(4) Per diem recalculation. Hospital prospective reimbursement rates shall be established as of
October 1, 1987, for the remainder of the applicable hospital fiscal year. Beginning July 1, 1988, all
updated rates shall be established based on the state’s fiscal year.

(5) Perdiem billing. The current method for submitting billing and cost reports shall be maintained.
All cost reports will be subject to desk review audit and, if necessary, a field audit.

j. Services covered by DRG payments. Medicaid adopts the Medicare definition of inpatient
hospital services covered by the DRG prospective payment system except as indicated herein. As
a result, combined billing for physician services is eliminated unless the hospital has approval from
Medicare to combine bill the physician and hospital services. Teaching hospitals having Medicare’s
approval to receive reasonable cost reimbursement for physician services under 42 CFR 415.58 as
amended to November 25, 1991, are eligible for combined billing status if they have the Medicare
approval notice on file with lowa Medicaid as verification. Reasonable cost settlement will be made
during the year-end settlement process. Services provided by certified nurse anesthetists (CRNAs)
employed by a physician are covered by the physician reimbursement. Payment for the services of
CRNAs employed by the hospital are included in the hospital’s reimbursement.

The cost for hospital-based ambulance transportation that results in an inpatient admission and
hospital-based ambulance services performed while the recipient is an inpatient, in addition to all other
inpatient services, is covered by the DRG payment. If, during the inpatient stay at the originating
hospital, it becomes necessary to transport but not transfer the patient to another hospital or provider
for treatment, with the patient remaining an inpatient at the originating hospital after that treatment,
the originating hospital shall bear all costs incurred by that patient for the medical treatment or the
ambulance transportation between the originating hospital and the other provider. The services furnished
to the patient by the other provider shall be the responsibility of the originating hospital. Reimbursement
to the originating hospital for all services is under the DRG payment. (See 441—subrule 78.11(4).)

k. Inflation factors, rebasing, and recalibration.

(1) Inflation factors shall be set annually at levels that ensure payments that are consistent with
efficiency, economy, and quality of care and that are sufficient to enlist enough providers so that care
and services are available at least to the extent that such care and services are available to the general
population in the geographic area.

(2) Base amounts shall be rebased and weights recalibrated in 2005 and every three years
thereafter. Cost reports used in rebasing shall be the hospital fiscal year-end Form CMS 2552, Hospital
and Healthcare Complex Cost Report, as submitted to Medicare in accordance with Medicare cost report
submission time lines for the hospital fiscal year ending during the calendar year preceding the rebasing
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implementation year. If a hospital does not provide this cost report to the lowa Medicaid enterprise
provider cost audits and rate-setting unit by May 31 of a rebasing implementation year, the most recent
submitted cost report will be used with the addition of a hospital market basket index inflation factor.

(3) The graduate medical education and disproportionate share fund shall be updated as provided
in subparagraphs 79.1(5) “y”’(3), (6), and (9).

(4) Hospitals receiving reimbursement as critical access hospitals shall not receive inflation of
base payment amounts and shall not have base amounts rebased or weights recalibrated pursuant to
this paragraph.

[ Eligibility and payment. When a client is eligible for Medicaid for less than or equal to the
average length of stay for that DRG, then payment equals 100 percent of the hospital’s average daily rate
times the number of eligible hospital stay days up to the amount of the DRG payment. When a Medicaid
client is eligible for greater than the average length of stay but less than the entire stay, then payment is
treated as if the client were eligible for the entire length of stay.

Long stay outlier days are determined as the number of Medicaid eligible days beyond the outlier
limits. The date of patient admission is the first date of service. Long stay outlier costs are accrued only
during eligible days.

m. Payment to out-of-state hospitals. Payment made to out-of-state hospitals providing care to
beneficiaries of lowa’s Medicaid program is equal to either the lowa statewide average blended base
amount plus the statewide average capital cost add-on, multiplied by the DRG weight, or blended base
and capital rates calculated by using 80 percent of the hospital’s submitted capital costs. Hospitals that
submit a cost report no later than May 31 in the most recent rebasing year will receive a case-mix-adjusted
blended base rate using hospital-specific, l[owa-only Medicaid data and the lowa statewide average cost
per discharge amount.

(1) Capital costs will be reimbursed at either the statewide average rate in place at the time of
discharge, or the blended capital rate computed by using submitted cost report data.

(2) Hospitals that qualify for disproportionate share payment based on the definition established by
their state’s Medicaid agency for the calculation of the Medicaid inpatient utilization rate will be eligible
to receive disproportionate share payments according to paragraph “y.”

(3) If a hospital qualifies for reimbursement for direct medical education or indirect medical
education under Medicare guidelines, it shall be reimbursed according to paragraph 79.1(5)“y.”
Out-of-state hospitals do not qualify for direct medical education or indirect medical education
payments pursuant to paragraph 79.1(5) “y.”

n.  Preadmission, preauthorization, or inappropriate services. Medicaid adopts most Medicare
QIO regulations to control increased admissions or reduced services. Exceptions to the Medicare review
practice are that the QIO reviews Medicaid short stay outliers and all Medicaid patients readmitted
within 31 days. Payment can be denied if either admissions or discharges are performed without medical
justification as determined by the QIO. Inpatient or outpatient services which require preadmission or
preprocedure approval by the QIO are updated yearly by the department and are listed in the provider
manual. Preauthorization for any of these services is transmitted directly from the QIO to the Iowa
Medicaid enterprise and no additional information needs to be submitted as part of the claim filing
for inpatient or outpatient services. To safeguard against these and other inappropriate practices, the
department through the QIO will monitor admission practices and quality of care. If an abuse of the
prospective payment system is identified, payments for abusive practices may be reduced or denied. In
reducing or denying payment, Medicaid adopts the Medicare QIO regulations.

o. Hospital billing. Hospitals shall normally submit claims for DRG reimbursement to the lowa
Medicaid enterprise after a patient’s discharge.

(1) Payment for outlier days or costs is determined when the claim is paid by the lowa Medicaid
enterprise, as described in paragraph “f.”

(2) When a Medicaid patient requires acute care in the same facility for a period of no less than
120 days, a request for partial payment may be made. Written requests for this interim DRG payment
shall be addressed to the lowa Medicaid Enterprise, Attention: Provider Services Unit, P.O. Box 36450,
Des Moines, lowa 50315. A request for interim payment shall include:



IAC 5/16/12 Human Services[441] Ch 79, p.23

The patient’s name, state identification number, and date of admission;
A brief summary of the case;
A current listing of charges; and

4. A physician’s attestation that the recipient has been an inpatient for 120 days and is expected
to remain in the hospital for a period of no less than 60 additional days.

A departmental representative will then contact the facility to assist the facility in filing the interim
claim.

p.  Determination of inpatient admission. A person is considered to be an inpatient when a formal
inpatient admission occurs, when a physician intends to admit a person as an inpatient, or when a
physician determines that a person being observed as an outpatient in an observation or holding bed
should be admitted to the hospital as an inpatient.

(1) In cases involving outpatient observation status, the determinant of patient status is not the
length of time the patient was being observed, but rather that the observation period was medically
necessary for the physician to determine whether a patient should be released from the hospital or
admitted to the hospital as an inpatient.

(2) Outpatient observation lasting greater than a 24-hour period will be subject to review by the
Iowa Medicaid Enterprise (IME) Medical Services Unit to determine the medical necessity of each
case. For those outpatient observation cases where medical necessity is not established by the IME,
reimbursement shall be denied for the services found to be unnecessary for the provision of that care,
such as the use of the observation room.

q. Inpatient admission after outpatient services. A patient may be admitted to the hospital as an
inpatient after receiving outpatient services. If the patient is admitted as an inpatient within three days
of the day outpatient services were rendered, all outpatient services related to the principal diagnosis
are considered inpatient services for billing purposes. The day of formal admission as an inpatient is
considered as the first day of hospital inpatient services.

v Certification for reimbursement as a special wunit or physical rehabilitation
hospital. Certification for Medicaid reimbursement as a substance abuse unit under subparagraph
79.1(5)“b (1), a neonatal intensive care unit under subparagraph 79.1(5)“b”(2), a psychiatric unit
under paragraph 79.1(5)“i,” or a physical rehabilitation hospital or unit under paragraph 79.1(5)“i”
shall be awarded as provided in this paragraph.

(1) Certification procedure. All hospital special units and physical rehabilitation hospitals must
be certified by the lowa Medicaid enterprise to qualify for Medicaid reimbursement as a special unit
or physical rehabilitation hospital. Hospitals shall submit requests for certification to lowa Medicaid
Enterprise, Attention: Provider Services Unit, P.O. Box 36450, Des Moines, Iowa 50315, with
documentation that the certification requirements are met. The provider services unit will notify the
facility of any additional documentation needed after review of the submitted documentation.

Upon certification, reimbursement as a special unit or physical rehabilitation hospital shall be
retroactive to the first day of the month during which the lowa Medicaid enterprise received the request
for certification. No additional retroactive payment adjustment shall be made when a hospital fails to
make a timely request for certification.

(2) Certification criteria for substance abuse units. An in-state substance abuse unit may be
certified for Medicaid reimbursement under 79.1(5) “b ”(1) if the unit’s program is licensed by the lowa
department of public health as a substance abuse treatment program in accordance with lowa Code
chapter 125 and 643—Chapter 3. In addition to documentation of the license, an in-state hospital
must submit documentation of the specific substance abuse programs available at the facility with a
description of their staffing, treatment standards, and population served.

An out-of-state substance abuse unit may be certified for Medicaid reimbursement under
79.1(5)“b (1) if it is excluded from the Medicare prospective payment system as a psychiatric unit
pursuant to 42 Code of Federal Regulations, Sections 412.25 and 412.27, as amended to September 1,
1994. An out-of-state hospital requesting reimbursement as a substance abuse unit must initially submit
a copy of its current Medicare prospective payment system exemption notice, unless the facility had
certification for reimbursement as a substance abuse unit before July 1, 1993. All out-of-state hospitals
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certified for reimbursement for substance abuse units must submit copies of new Medicare prospective
payment system exemption notices as they are issued, at least annually.

(3) Certification criteria for neonatal intensive care units. A neonatal intensive care unit may be
certified for Medicaid reimbursement under 79.1(5) “b ”(2) if it is certified as a level II or level Il neonatal
unit and the hospital where it is located is accredited by the Joint Commission on Accreditation of
Healthcare Organizations or the American Osteopathic Association. The lowa Medicaid enterprise shall
verify the unit’s certification as a level II or level III neonatal unit in accordance with recommendations
set forth by the American Academy of Pediatrics for newborn care. Neonatal units in Iowa shall be
certified by the lowa department of public health pursuant to 641—Chapter 150. Out-of-state units shall
submit proof of level II or level III certification.

(4) Certification criteria for psychiatric units. A psychiatric unit may be certified for Medicaid
reimbursement under paragraph 79.1(5)“i” if it is excluded from the Medicare prospective payment
system as a psychiatric unit pursuant to 42 Code of Federal Regulations, Sections 412.25 and 412.27 as
amended to August 1, 2002.

(5) Certification criteria for physical rehabilitation hospitals and units. A physical rehabilitation
hospital or unit may be certified for Medicaid reimbursement under 79.1(5) “i ” if it receives or qualifies
to receive Medicare reimbursement as a rehabilitative hospital or unit pursuant to 42 Code of Federal
Regulations, Sections 412.600 through 412.632 (Subpart P), as amended to January 1, 2002, and the
hospital is accredited by the Joint Commission on Accreditation of Healthcare Organizations or the
American Osteopathic Association.

5. Health care access assessment inflation factor. Effective with the implementation of the health
care access assessment paid pursuant to 441—Chapter 36, Division III, a health care access assessment
inflation factor shall be applied to the Medicaid DRG blended base amount as otherwise calculated
pursuant to this subrule for all “participating hospitals™ as defined in 441—subrule 36.10(1).

(1) Calculation of inflation factor. The health care access assessment inflation factor for
participating hospitals shall be calculated by dividing the amount allowed under the Medicare inpatient
upper payment limit for the fiscal year beginning July 1, 2010, by the sum of the projected expenditures
for participating hospitals for the fiscal year beginning July 1, 2010, as determined by the fiscal
management division of the department, and the amount allowed under the Medicare inpatient upper
payment limit.

(2) Implementation date. The health care access assessment inflation factor shall not be applied
until federal financial participation to match money collected from the health care access assessment
pursuant to 441—Chapter 36, Division III, has been approved by the federal Centers for Medicare and
Medicaid Services.

(3) End date. Application of the health care access assessment inflation factor shall terminate if
the health care access assessment is terminated pursuant to rule 441—36.12(83GA,SF2388). If federal
match money is unavailable for a retroactive period or the authority to collect the assessment is rescinded
for a retroactive period, the department shall:

1. Recalculate Medicaid rates in effect during that period without the application of the health care
access assessment inflation factor;

2. Recompute Medicaid payments due based on the recalculated Medicaid rates;

3. Recoup any previous overpayments; and

4. Determine for each hospital the amount of health care access assessment collected during that
period and refund that amount to the facility.

t.  Limitations and application of limitations on payment. Diagnosis-related group payments are
subject to the upper payment limits as stated in 42 CFR 447.271 and 42 CFR 447.272 as amended to
September 5, 2001.

(1) The department may not pay a provider more for inpatient hospital services under Medicaid
than the provider’s customary charges to the general public for the services. This limit is applied in the
aggregate during the cost settlement process at the end of the hospital’s fiscal year.
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(2) Aggregate payments to hospitals and state-operated hospitals may not exceed the amount that
can reasonably be estimated would have been paid for those services under Medicare payment principles.
This limit is applied to aggregate Medicaid payments at the end of the state’s fiscal year.

u.  State-owned teaching hospital disproportionate share payment. In addition to payments
from the graduate medical education and disproportionate share fund made pursuant to paragraph
79.1(5)“y,” payment shall be made to lowa hospitals qualifying for the lowa state-owned teaching
hospital disproportionate share fund. Interim monthly payments based on estimated allowable costs
will be paid to qualifying hospitals under this paragraph.

(1) Qualifying criteria. A hospital qualifies for lowa state-owned teaching hospital disproportionate
share payments if it qualifies for disproportionate share payments pursuant to paragraph 79.1(5)“y” and
is an lowa state-owned hospital with more than 500 beds and eight or more distinct residency specialty
or subspecialty programs recognized by the American College of Graduate Medical Education.

(2) Allocation to fund. The total amount of funding that is allocated on July 1 of each year to the
Iowa state-owned teaching hospital disproportionate share fund is $26,633,430.

(3) Amount of payment. The total amount of disproportionate share payments from the graduate
medical education and disproportionate share fund and from the Iowa state-owned teaching hospital
disproportionate share fund shall not exceed the amount of the state’s allotment under Public Law
102-234. In addition, the total amount of all disproportionate share payments shall not exceed the
hospital-specific disproportionate share limits under Public Law 103-666.

(4) Final disproportionate share adjustment. The department’s total year-end disproportionate
share obligations to a qualifying hospital will be calculated following completion of the desk review or
audit of CMS 2552-96, Hospital and Healthcare Complex Cost Report.

v.  Non-state-owned teaching hospital disproportionate share payment. In addition to payments
from the graduate medical education and disproportionate share fund made pursuant to paragraph
79.1(5)“y, ” payment shall be made to lowa hospitals qualifying for lowa non-state-government-owned
acute care teaching hospital disproportionate share payments. Interim monthly payments based on
estimated allowable costs will be paid to qualifying hospitals under this paragraph.

(1) Qualifying criteria. A hospital qualifies for the lowa non-state-government-owned acute care
teaching hospital disproportionate share payments if it qualifies for disproportionate share payments
pursuant to paragraph 79.1(5)“y” and is an Iowa non-state-government-owned acute care teaching
hospital located in a county with a population over 350,000.

(2) Amount of payment. The total amount of disproportionate share payments pursuant to
paragraph 79.1(5)“y” and the lowa non-state-government-owned acute care teaching hospital
disproportionate share payments shall not exceed the amount of the state’s allotment under Public Law
102-234. In addition, the total amount of all disproportionate share payments shall not exceed the
hospital-specific disproportionate share limits under Public Law 103-666.

(3) Final disproportionate share adjustment. The department’s total year-end disproportionate
share obligations to a qualifying hospital will be calculated following completion of the desk review or
audit of CMS 2552-96, Hospital and Healthcare Complex Cost Report. The department’s total year-end
disproportionate share obligation shall not exceed the difference between the following:

1. The annual amount appropriated to the [owaCare account for distribution to publicly owned
acute care teaching hospitals located in a county with a population over 350,000; and

2. The actual lowaCare expansion population claims submitted and paid by the lowa Medicaid
enterprise to qualifying hospitals.

w.  Rate adjustments for hospital mergers. When one or more hospitals merge to form a distinctly
different legal entity, the base rate plus applicable add-ons will be revised to reflect this new entity.
Financial information from the original cost reports and original rate calculations will be added together
and averaged to form the new rate for that entity.

x. For cost reporting periods beginning on or after July 1, 1993, reportable Medicaid
administrative and general expenses are allowable only to the extent that they are defined as allowable
using Medicare Reimbursement Principles or Health Insurance Reimbursement Manual 15 (HIM-15).
Appropriate, reportable costs are those that meet the Medicare (or HIM-15) principles, are reasonable,
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and are directly related to patient care. In instances where costs are not directly related to patient care or
are not in accord with Medicare Principles of Reimbursement, inclusion of those costs in the cost report
would not be appropriate. Examples of administrative and general costs that must be related to patient
care to be included as a reportable cost in the report are:

(1) Advertising.

(2) Promotional items.

(3) Feasibility studies.

(4) Administrative travel and entertainment.

(5) Dues, subscriptions, or membership costs.

(6) Contributions made to other organizations.

(7) Home office costs.

(8) Public relations items.

(9) Any patient convenience items.

(10) Management fees for administrative services.

(11) Luxury employee benefits (i.e., country club dues).

(12) Motor vehicles for other than patient care.

(13) Reorganization costs.

v.  Graduate medical education and disproportionate share fund. Payment shall be made to
hospitals qualifying for direct medical education, indirect medical education, or disproportionate
share payments directly from the graduate medical education and disproportionate share fund. The
requirements to receive payments from the fund, the amounts allocated to the fund, and the methodology
used to determine the distribution amounts from the fund are as follows:

(1) Qualifying for direct medical education. Iowa hospitals qualify for direct medical education
payments if direct medical education costs that qualify for payment as medical education costs under
the Medicare program are contained in the hospital’s base year cost report and in the most recent cost
report submitted before the start of the state fiscal year for which payments are being made. Out-of-state
hospitals do not qualify for direct medical education payments.

(2) Allocation to fund for direct medical education. The total state fiscal year annual amount of
funding that is allocated to the graduate medical education and disproportionate share fund for direct
medical education related to inpatient services is $8,210,006. If a hospital fails to qualify for direct
medical education payments from the fund because the hospital does not report direct medical education
costs that qualify for payment as medical education costs under the Medicare program in the most recent
cost report submitted before the start of the state fiscal year for which payments are being made, the
amount of money that would have been paid to that hospital shall be removed from the fund.

(3) Distribution to qualifying hospitals for direct medical education. Distribution of the amount
in the fund for direct medical education shall be on a monthly basis. To determine the amount to be
distributed to each qualifying hospital for direct medical education, the following formula is used:

1. Multiply the total of all DRG weights for claims paid from the GME/DSH fund apportionment
claim set for each hospital reporting direct medical education costs that qualify for payment as medical
education costs under the Medicare program in the hospital’s base year cost report by each hospital’s
direct medical education rate to obtain a dollar value.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for direct medical education to
determine the payment to each hospital.

(4) Qualifying for indirect medical education. lowa hospitals qualify for indirect medical education
payments from the fund when they receive a direct medical education payment from lowa Medicaid
and qualify for indirect medical education payments from Medicare. Qualification for indirect medical
education payments is determined without regard to the individual components of the specific hospital’s
teaching program, state ownership, or bed size. Out-of-state hospitals do not qualify for indirect medical
education payments.



IAC 5/16/12 Human Services[441] Ch 79, p.27

(5) Allocation to fund for indirect medical education. The total state fiscal year annual amount of
funding that is allocated to the graduate medical education and disproportionate share fund for indirect
medical education related to inpatient services is $14,415,396. If a hospital fails to qualify for indirect
medical education payments from the fund because the hospital does not report direct medical education
costs that qualify for payment as medical education costs under the Medicare program in the most recent
cost report submitted before the start of the state fiscal year for which payments are being made, the
amount of money that would have been paid to that hospital shall be removed from the fund.

(6) Distribution to qualifying hospitals for indirect medical education. Distribution of the amount
in the fund for indirect medical education shall be on a monthly basis. To determine the amount to be
distributed to each qualifying hospital for indirect medical education, the following formula is used:

1. Multiply the total of all DRG weights for claims paid from the GME/DSH fund apportionment
claim set for each hospital reporting direct medical education costs that qualify for payment as medical
education costs under the Medicare program in the hospital’s base year cost report by each hospital’s
indirect medical education rate to obtain a dollar value.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for indirect medical education to
determine the payment to each hospital.

(7) Qualifying for disproportionate share. For months beginning with July 2002, hospitals qualify
for disproportionate share payments from the fund when the hospital’s low-income utilization rate
exceeds 25 percent, when the hospital’s Medicaid inpatient utilization rate exceeds one standard
deviation from the statewide average Medicaid utilization rate, or when the hospital qualifies as a
children’s hospital under subparagraph (10). Information contained in the hospital’s base year cost
report is used to determine the hospital’s low-income utilization rate and the hospital’s Medicaid
inpatient utilization rate.

1. For those hospitals that qualify for disproportionate share under both the low-income utilization
rate definition and the Medicaid inpatient utilization rate definition, the disproportionate share percentage
shall be the greater of (1) the product of 2 percent multiplied by the number of standard deviations
by which the hospital’s own Medicaid inpatient utilization rate exceeds the statewide mean Medicaid
inpatient utilization rate for all hospitals, or (2) 2% percent.

2. For those hospitals that qualify for disproportionate share under the low-income utilization rate
definition, but do not qualify under the Medicaid inpatient utilization rate definition, the disproportionate
share percentage shall be 24 percent.

3. For those hospitals that qualify for disproportionate share under the Medicaid inpatient
utilization rate definition, but do not qualify under the low-income utilization rate definition, the
disproportionate share percentage shall be the product of 2% percent multiplied by the number of
standard deviations by which the hospital’s own Medicaid inpatient utilization rate exceeds the
statewide mean Medicaid inpatient utilization rate for all hospitals.

4. For those hospitals that qualify for disproportionate share as a children’s hospital, the
disproportionate share percentage shall be the greater of (1) the product of 2% percent multiplied
by the number of standard deviations by which the Medicaid inpatient utilization rate for children
under 18 years of age at the time of admission in all areas of the hospital where services are provided
predominantly to children under 18 years of age exceeds the statewide mean Medicaid inpatient
utilization rate for all hospitals, or (2) 2} percent.

5. Additionally, a qualifying hospital other than a children’s hospital must also have at least two
obstetricians who have staff privileges at the hospital and who have agreed to provide obstetric services
to Medicaid-eligible persons who are in need of obstetric services. In the case of a hospital located in
a rural area as defined in Section 1886 of the Social Security Act, the term “obstetrician” includes any
physician with staff privileges at the hospital to perform nonemergency obstetric procedures.

6. Out-of-state hospitals serving lowa Medicaid patients qualify for disproportionate share
payments from the fund based on their state Medicaid agency’s calculation of the Medicaid inpatient
utilization rate. The disproportionate share percentage is calculated using the number of standard
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deviations by which the hospital’s own state Medicaid inpatient utilization rate exceeds the hospital’s
own statewide mean Medicaid inpatient utilization rate.

7. Hospitals qualify for disproportionate share payments from the fund without regard to the
facility’s status as a teaching facility or bed size.

8. Hospitals receiving reimbursement as critical access hospitals shall not qualify for
disproportionate share payments from the fund.

(8) Allocation to fund for disproportionate share. The total state fiscal year annual amount
of funding that is allocated to the graduate medical education and disproportionate share fund for
disproportionate share payments is $6,890,959. If a hospital fails to qualify for disproportionate share
payments from the fund due to closure or for any other reason, the amount of money that would have
been paid to that hospital shall be removed from the fund.

(9) Distribution to qualifying hospitals for disproportionate share. Distribution of the amount in the
fund for disproportionate share shall be on a monthly basis. To determine the amount to be distributed
to each qualifying hospital for disproportionate share, the following formula is used:

1. Multiply the total of all DRG weights for claims paid from the GME/DSH fund apportionment
claim set for each hospital that met the qualifications during the fiscal year used to determine the hospital’s
low-income utilization rate and Medicaid utilization rate (or for children’s hospitals, during the preceding
state fiscal year) by each hospital’s disproportionate share rate to obtain a dollar value. For any hospital
that qualifies for a disproportionate share payment only as a children’s hospital, only the DRG weights
for claims paid for services rendered to patients under 18 years of age at the time of admission in all
distinct areas of the hospital where services are provided predominantly to children under 18 years of
age shall be used in this calculation.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for disproportionate share to
determine the payment to each hospital.

In compliance with Medicaid Voluntary Contribution and Provider-Specific Tax Amendments of
1991 (Public Law 102-234) and 1992 lIowa Acts, chapter 1246, section 13, the total of disproportionate
share payments from the GME/DSH fund and supplemental disproportionate share of payments pursuant
to paragraph 79.1(5) “u” or 79.1(5) “v” cannot exceed the amount of the federal cap under Public Law
102-234.

(10) Qualifying for disproportionate share as a children’s hospital. A licensed hospital qualifies for
disproportionate share payments as a children’s hospital if the hospital provides services predominantly
to children under 18 years of age or includes a distinct area or areas providing services predominantly to
children under 18 years of age, is a voting member of the National Association of Children’s Hospitals
and Related Institutions, and has Medicaid utilization and low-income utilization rates of 1 percent or
greater for children under 18 years of age at the time of admission in all distinct areas of the hospital
where services are provided predominantly to children under 18 years of age.

A hospital wishing to qualify for disproportionate share payments as a children’s hospital for any
state fiscal year beginning on or after July 1, 2002, must provide the following information to the Iowa
Medicaid enterprise provider cost audits and rate-setting unit within 20 business days of a request by the
department:

1. Base year cost reports.

2. Medicaid claims data for children under the age of 18 at the time of admission to the hospital
in all distinct areas of the hospital where services are provided predominantly to children under 18 years
of age.

3. Other information needed to determine a disproportionate share rate encompassing the periods
used to determine the disproportionate share rate and distribution amounts.

z.  Final settlement for state-owned teaching hospital.

(1) Effective July 1, 2010, total annual payments to an lowa state-owned hospital for inpatient and
outpatient hospital services shall equal 100 percent of allowable medical assistance program costs, not
to exceed the sum of the following:
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1. Payments for inpatient hospital services calculated in accordance with subrule 79.1(5), plus

2. Payment for outpatient hospital services calculated in accordance with subrule 79.1(16), plus

3. $9,900,000.

(2) One-twelfth of the $9,900,000 increase in reimbursement shall be distributed to the hospital on
a monthly basis.

(3) The Iowa Medicaid enterprise shall complete a final settlement based on the hospital’s Medicare
cost report. If the aggregate payments are less than the hospital’s actual medical assistance program
costs, no additional payment shall be made.

(4) If the sum of the inpatient hospital service payments plus outpatient hospital service payments
plus the $9,900,000 exceeds 100 percent of allowable inpatient and outpatient costs, the department shall
request and collect from the hospital the amount by which payments exceed actual medical assistance
program costs.

aa. Retrospective adjustment for critical access hospitals. Payments to critical access hospitals
pursuant to paragraphs 79.1(5)“a” to “z” are subject to a retrospective adjustment equal to the
difference between the reasonable costs of covered services provided to eligible fee-for-service
Medicaid members (excluding members in managed care), based on the hospital’s annual cost reports
and Medicare cost principles, and the Medicaid fee-for-service reimbursement received pursuant to
paragraphs 79.1(5) “a” to “z.” Amounts paid before adjustment that exceed reasonable costs shall be
recovered by the department.

(1) The base rate upon which the DRG payment is built shall be changed after any retrospective
adjustment to reflect, as accurately as is possible, the reasonable costs of providing the covered service
to eligible fee-for-service Medicaid members for the coming year using the most recent utilization as
submitted to the lowa Medicaid enterprise provider cost audit and rate-setting unit and Medicare cost
principles.

(2) Once a hospital begins receiving reimbursement as a critical access hospital, the prospective
DRG base rate is not subject to inflation factors, rebasing, or recalibration as provided in paragraph
79.1(5)“k.”

ab. Nompayment for preventable conditions. Preventable conditions identified pursuant to this rule
that develop during inpatient hospital treatment shall not be considered in determining reimbursement
for such treatment.

(1) Coding. All diagnoses included on an inpatient hospital claim must include one of the following
codes indicating whether the condition was present or developing at the time of the order for inpatient
admission:

Present on Admission (POA) Indicator Codes
Code Explanation

Y  The condition was present or developing at the time of the order for inpatient admission.
N  The condition was not present or developing at the time of the order for inpatient admission.

U  Documentation is insufficient to determine whether the condition was present or developing at
the time of the order for inpatient admission.

W Clinically undetermined. The provider is clinically unable to determine whether or not the condition
was present or developing at the time of the order for inpatient admission.

(2) Payment processing. Claims will be processed according to the DRG methodology without
consideration of any diagnosis identified by the Secretary of the United States Department of Health
and Human Services pursuant to Section 1886(d)(4)(D)(iv) of the Social Security Act (42 U.S.C.
1395ww(d)(4)(D)(iv)) if the condition was not present or developing at the time of the order for
inpatient admission.

79.1(6) Independent laboratories. The maximum payment for clinical diagnostic laboratory tests
performed by an independent laboratory will be the areawide fee schedule established by the Centers
for Medicare and Medicaid Services (CMS). The fee schedule is based on the definition of laboratory
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procedures from the Physician’s Current Procedural Terminology (CPT) published by the American
Medical Association. The fee schedules are adjusted annually by CMS to reflect changes in the Consumer
Price Index for All Urban Consumers.

79.1(7) Physicians.

a. Fee schedule. The fee schedule is based on the definitions of medical and surgical procedures
given in the most recent edition of Physician’s Current Procedural Terminology (CPT). Refer to
441—paragraph 78.1(2) “e” for the guidelines for immunization replacement.

b.  Payment reduction for services rendered in facility settings. The fee schedule amount paid to
physicians based on paragraph 79.1(7) “a” shall be reduced by an adjustment factor as determined by
the department. For the purpose of this provision, a “facility” place of service (POS) is defined as any
of the following:

(1) Hospital inpatient unit (POS 21).

(2) Hospital outpatient unit (POS 22).

(3) Hospital emergency room (POS 23).

(4) Ambulatory surgical center (POS 24).

(5) Skilled nursing facility (POS 31).

(6) Inpatient psychiatric facility (POS 51).

(7) Community mental health center (POS 53).

(8) Comprehensive inpatient rehabilitation (POS 61).

79.1(8) Drugs. The amount of payment shall be based on several factors, subject to the upper
limits in 42 CFR 447.500 to 447.520 as amended to October 7, 2008. The Medicaid program relies
on information published by Medi-Span to classify drugs as brand-name or generic. Specialty drugs
include biological drugs, blood-derived products, complex molecules, and select oral, injectable, and
infused medications identified by the department and published on the specialty drug list.

a. Reimbursement for covered generic prescription drugs shall be the lowest of the following, as
of the date of dispensing:

(1) The estimated acquisition cost, defined:

1. For covered nonspecialty generic prescription drugs, as the average wholesale price as
published by Medi-Span less 12 percent, plus the professional dispensing fee specified in paragraph

“ s,

g”; or

2. For covered specialty generic prescription drugs, as the average wholesale price as published
by Medi-Span less 17 percent, plus the professional dispensing fee specified in paragraph “g.”

(2) The maximum allowable cost (MAC), defined as the upper limit for multiple source drugs
established in accordance with the methodology of Centers for Medicare and Medicaid Services as
described in 42 CFR 447.514, plus the professional dispensing fee specified in paragraph “g.”

(3) The state maximum allowable cost (SMAC), defined as the average wholesale acquisition cost
for a generic drug (the average price pharmacies pay to obtain the generic drug as evidenced by purchase
records) adjusted by a multiplier of 1.2, plus the professional dispensing fee specified in paragraph “g.”

(4) The submitted charge, representing the provider’s usual and customary charge for the drug.

b.  Reimbursement for covered brand-name prescription drugs shall be the lower of the following,
as of the date of dispensing:

(1) The estimated acquisition cost, defined:

1. For covered nonspecialty brand-name prescription drugs, as the average wholesale price as
published by Medi-Span less 12 percent, plus the professional dispensing fee specified in paragraph

@ s,

g”; or
2. For covered specialty brand-name prescription drugs, as the average wholesale price as
published by Medi-Span less 17 percent, plus the professional dispensing fee specified in paragraph

It »

g.
(2) The submitted charge, representing the provider’s usual and customary charge for the drug.

¢.  No payment shall be made for sales tax.
d.  All hospitals that wish to administer vaccines which are available through the vaccines for
children program to Medicaid members shall enroll in the vaccines for children program. In lieu
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of payment, vaccines available through the vaccines for children program shall be accessed from
the department of public health for Medicaid members. Hospitals receive reimbursement for the
administration of vaccines to Medicaid members through the DRG reimbursement for inpatients and
APC reimbursement for outpatients.

e. The basis of payment for nonprescription drugs shall be the same as specified in paragraph
“a” except that the department shall establish a maximum allowable reimbursable cost for these drugs
using the average wholesale prices of the chemically equivalent products available. The department
shall set the maximum allowable reimbursable cost at the median of those average wholesale prices. No
exceptions for higher reimbursement will be approved.

f An additional reimbursement amount of one cent per dose shall be added to the allowable
ingredient cost of a prescription for an oral solid if the drug is dispensed to a patient in a nursing home
in unit dose packaging prepared by the pharmacist.

g Forservices rendered on or after August 1, 2011, the professional dispensing fee is $6.20 or the
pharmacy’s usual and customary fee, whichever is lower.

h.  For purposes of this subrule, “equivalent products” shall be those that meet therapeutic
equivalent standards as published in the federal Food and Drug Administration document, “Approved
Prescription Drug Products With Therapeutic Equivalence Evaluations.”

i.  Pharmacies and providers that are enrolled in the lowa Medicaid program shall make available
drug acquisition cost information, product availability information, and other information deemed
necessary by the department to assist the department in monitoring and revising reimbursement rates
subject to 79.1(8) “a”’(3) and 79.1(8) “c” and for the efficient operation of the pharmacy benefit.

(1) Pharmacies and providers shall produce and submit the requested information in the manner
and format requested by the department or its designee at no cost to the department or its designee.

(2) Pharmacies and providers shall submit information to the department or its designee within
30 days following receipt of a request for information unless the department or its designee grants an
extension upon written request of the pharmacy or provider.

j. Savings in Medicaid reimbursements attributable to the SMAC shall be used to pay costs
associated with determination of the SMAC, before reversion to Medicaid.

79.1(9) HCBS consumer choices financial management.

a. Monthly allocation. A financial management service provider shall receive a monthly
fee as established in subrule 79.1(2) for each consumer electing to work with that provider
under the HCBS consumer choices option. The financial management service provider shall also
receive monthly the consumer’s individual budget amount as determined under 441—paragraph
78.34(13)“b, ”78.37(16) “b, "78.38(9) “b, "78.41(15) “b, "78.43(15) “b, " or 78.46(6) “b.”

b.  Cost settlement. The financial management service shall pay from the monthly allocated
individual budget amount for independent support broker service, self-directed personal care services,
individual-directed goods and services, and self-directed community supports and employment as
authorized by the consumer. On a quarterly basis during the federal fiscal year, the department shall
perform a cost settlement. The cost settlement represents the difference between the amount received
for the allocated individual budget and the amount actually utilized.

c.  Start-up grants. A qualifying financial management service provider may be reimbursed up to
$10,000 for the costs associated for starting the service.

(1) Start-up reimbursement shall be issued as long as funds for this purpose are available from the
Robert Wood Johnson Foundation or until September 30, 2007.

(2) Funds will not be distributed until the provider meets all of the following criteria:

1. The provider shall meet the requirements to be certified to participate in an HCBS waiver
program as set forth in 441—subrule 77.30(13), 77.33(16), 77.34(9), 77.37(28), 77.39(26), or 77.41(7),
including successful completion of a readiness review as approved by the department.

2. The provider shall enter into an agreement with the department to provide statewide coverage
for not less than one year from the date that the funds are distributed.

3. The provider shall submit to the department for approval a budget identifying the costs
associated with starting financial management service.
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(3) Ifthe provider fails to continue to meet these qualifications after the funds have been distributed,
the department may recoup all or part of the funds paid to the provider.

79.1(10) Prohibition against reassignment of claims. No payment under the medical assistance
program for any care or service provided to a patient by any health care provider shall be made to anyone
other than the providers. However with respect to physicians, dentists or other individual practitioners
direct payment may be made to the employer of the practitioner if the practitioner is required as a
condition of employment to turn over fees to the employer; or where the care or service was provided in
a facility, to the facility in which the care or service was provided if there is a contractual arrangement
between the practitioner and the facility whereby the facility submits the claim for reimbursement; or to
a foundation, plan or similar organization including a health maintenance organization which furnishes
health care through an organized health care delivery system if there is a contractual agreement between
organization and the person furnishing the service under which the organization bills or receives
payment for the person’s services. Payment may be made in accordance with an assignment from the
provider to a government agency or an assignment made pursuant to a court order. Payment may be
made to a business agent, such as a billing service or accounting firm, which renders statements and
receives payment in the name of the provider when the agent’s compensation for this service is (1)
reasonably related to the cost or processing the billing; (2) not related on a percentage or other basis
to the dollar amounts to be billed or collected; and (3) not dependent upon the actual collection of
payment. Nothing in this rule shall preclude making payment to the estate of a deceased practitioner.

79.1(11) Prohibition against factoring. Payment under the medical assistance program for any care
or service furnished to an individual by providers as specified in 79.1(1) shall not be made to or through
a factor either directly or by virtue of power of attorney given by the provider to the factor. A factor is
defined as an organization, collection agency, or service bureau which, or an individual who, advances
money to a provider for accounts receivable which have been assigned or sold or otherwise transferred
including transfer through the use of power of attorney to the organization or individual for an added
fee or reduction of a portion of the accounts receivable. The term factor does not include business
representatives such as billing agents or accounting firms which render statements and receive payments
in the name of the individual provider provided that the compensation of the business representative for
the service is reasonably related to the cost of processing the billings and is not related on a percentage
or other basis to the dollar amounts to be billed or collected.

79.1(12) Reasonable charges for services, supplies, and equipment. For selected medical services,
supplies, and equipment, including equipment servicing, which in the judgment of the Secretary of
the Department of Health and Human Services generally do not vary significantly in quality from one
provider to another, the upper limits for payments shall be the lowest charges for which the devices are
widely and consistently available in a locality. For those selected services and items furnished under
part B of Medicare and Medicaid, the upper limits shall be the lowest charge levels recognized under
Medicare. For those selected services and items furnished only under Medicaid, the upper limits shall
be the lowest charge levels determined by the department according to the Medicare reimbursement
method.

a. For any noninstitutional item or service furnished under both Medicare and Medicaid, the
department shall pay no more than the reasonable charge established for that item or service by the part
B Medicare carrier serving part or all of Iowa. Noninstitutional services do not include practitioner’s
services, such as physicians, pharmacies, or out-patient hospital services.

b.  For all other noninstitutional items or services furnished only under Medicaid, the department
shall pay no more than the customary charge for a provider or the prevailing charges in the locality for
comparable items or services under comparable circumstances, whichever is lower.

79.1(13) Copayment by member. A copayment in the amount specified shall be charged to members
for the following covered services:

a. The member shall pay a copayment for each covered prescription or refill of any covered drug
as follows:
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(1) One dollar for generic drugs and preferred brand-name drugs. Any brand-name drug that is
not subject to prior approval based on nonpreferred status on the preferred drug list published by the
department pursuant to lowa Code section 249A.20A shall be treated as a preferred brand-name drug.

(2) Rescinded IAB 7/6/05, effective 7/1/05.

(3) One dollar for nonpreferred brand-name drugs for which the cost to the state is less than $25.

(4) Two dollars for nonpreferred brand-name drugs for which the cost to the state is $25.01 to $50.

(5) Three dollars for nonpreferred brand-name drugs for which the cost to the state is $50.01 or
more.

(6) For the purpose of this paragraph, the cost to the state is determined without regard to federal
financial participation in the Medicaid program or to any rebates received.

b.  The member shall pay $1 copayment for total covered service rendered on a given date
for podiatrists’ services, chiropractors’ services, and services of independently practicing physical
therapists.

c¢.  The member shall pay $2 copayment for total covered services rendered on a given
date for medical equipment and appliances, prosthetic devices and medical supplies as defined in
441—78.10(249A), orthopedic shoes, services of audiologists, services of hearing aid dealers except
the hearing aid, services of optometrists, opticians, rehabilitation agencies, and psychologists, and
ambulance services.

d.  The member shall pay $3 copayment for:

(1) Total covered service rendered on a given date for dental services and hearing aids.

(2) All covered services rendered in a physician office visit on a given date. For the purposes of this
subparagraph, “physician” means either a doctor of allopathic medicine (M.D.) or a doctor of osteopathic
medicine (D.O.), as defined under rule 441—77.1(249A).

e. Copayment charges are not applicable to persons under age 21.

1. Copayment charges are not applicable to family planning services or supplies.

g Copayment charges are not applicable for a member receiving inpatient care in a hospital,
nursing facility, state mental health institution, or other medical institution if the person is required,
as a condition of receiving services in the institution, to spend for costs of necessary medical care all but
a minimal amount of income for personal needs.

h.  The member shall pay $1 for each federal Medicare Part B crossover claim submitted to the
Medicaid program when the services provided have a Medicaid copayment as set forth above.

i.  Copayment charges are not applicable to services furnished pregnant women.

j. All providers are prohibited from offering or providing copayment related discounts, rebates,
or similar incentives for the purpose of soliciting the patronage of Medicaid members.

k. Copayment charges are not applicable for emergency services. Emergency services are defined
as services provided in a hospital, clinic, office, or other facility that is equipped to furnish the required
care, after the sudden onset of a medical condition manifesting itself by acute symptoms of sufficient
severity (including severe pain), that the absence of immediate medical attention could reasonably be
expected to result in:

(1) Placing the patient’s health in serious jeopardy,

(2) Serious impairment to bodily functions, or

(3) Serious dysfunction of any bodily organ or part.

[, Copayment charges are not applicable for services rendered by a health maintenance
organization in which the member is enrolled.

m. No provider of service participating in the Medicaid program may deny care or services to
a person eligible for care or services under the program because of the person’s inability to pay a
copayment. However, this rule does not change the fact that a member is liable for the charges and it
does not preclude the provider from attempting to collect them.

n.  The member shall pay a $3 copayment for each visit to a hospital emergency room for treatment
that does not meet the criteria for an emergency service as defined in paragraph 79.1(13) “k.” This $3
copayment shall not apply if the visit to the emergency room results in a hospital admission.
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79.1(14) Reimbursement for hospice services.

a. Medicaid hospice rates. The Medicaid hospice rates are based on the methodology used in
setting Medicare rates, adjusted to disregard cost offsets attributable to Medicare coinsurance amounts,
and with application of the appropriate area wage adjustments for the categories of care provided.

Hospices are reimbursed at one of four predetermined rates based on the level of care furnished to
the individual for that day. Payments to a hospice for inpatient care are subject to the limitations imposed
by Medicare. The levels of care into which each day of care is classified are as follows:

(1) Routine home care.

(2) Continuous home care.

(3) Inpatient respite care.

(4) General inpatient care.

b.  Adjustment to hospice rates. An adjustment to hospice reimbursement is made when a
recipient residing in a nursing facility elects the hospice benefit. The adjustment will be a room and
board rate that is equal to the rate at which the facility is paid for reserved bed days or 95 percent of
the facility’s Medicaid reimbursement rate, whichever is greater. Room and board services include
the performance of personal care services, including assistance in activities of daily living, socializing
activities, administration of medication, maintaining the cleanliness of a resident’s room and supervising
and assisting in the use of durable medical equipment and prescribed therapies.

For hospice recipients entering a nursing facility the adjustment will be effective the date of entry.
For persons in nursing facilities prior to hospice election, the adjustment rate shall be effective the date
of election.

For individuals who have client participation amounts attributable to their cost of care, the adjustment
to the hospice will be reduced by the amount of client participation as determined by the department.
The hospice will be responsible for collecting the client participation amount due the hospice unless the
hospice and the nursing facility jointly determine the nursing facility is to collect the client participation.

c.  Payment for day of discharge. For the day of discharge from an inpatient unit, the appropriate
home care rate is to be paid unless the recipient dies as an inpatient. When the recipient is discharged as
deceased, the inpatient rate (general or respite) is to be paid for the discharge date.

d.  Hospice cap. Overall aggregate payments made to a hospice during a hospice cap period are
limited or capped. The hospice cap year begins November 1 and ends October 31 of the next year.
The cap amount for each hospice is calculated by multiplying the number of beneficiaries electing
hospice care from that hospice during the cap period by the base statutory amount, adjusted to reflect
the percentage increase or decrease in the medical care expenditure category of the Consumer Price
Index for all urban consumers published by the Bureau of Labor Statistics. Payments made to a hospice
but not included in the cap include room and board payment to a nursing home. Any payment in excess
of the cap must be refunded to the department by the hospice.

e. Limitation of payments for inpatient care. Payments to a hospice for inpatient care shall be
limited according to the number of days of inpatient care furnished to Medicaid patients. During the
12-month period beginning November 1 of each year and ending October 31, the aggregate number of
inpatient days (both for general inpatient care and inpatient respite care) shall not exceed 20 percent of
the aggregate total number of days of hospice care provided to all Medicaid recipients during that same
period. Medicaid recipients afflicted with acquired immunodeficiency syndrome (AIDS) are excluded
in calculating this inpatient care limitation. This limitation is applied once each year, at the end of the
hospices’ “cap period” (November 1 to October 31). For purposes of this computation, if it is determined
that the inpatient rate should not be paid, any days for which the hospice receives payment at a home
care rate will not be counted as inpatient days. The limitation is calculated as follows:

(1) The maximum allowable number of inpatient days will be calculated by multiplying the total
number of days of Medicaid hospice care by 0.2.

(2) If the total number of days of inpatient care furnished to Medicaid hospice patients is less than
or equal to the maximum, no adjustment will be necessary.

(3) If the total number of days of inpatient care exceeded the maximum allowable number, the
limitation will be determined by:
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1. Calculating a ratio of the maximum allowable days to the number of actual days of inpatient
care, and multiplying this ratio by the total reimbursement for inpatient care (general inpatient and
inpatient respite reimbursement) that was made.

2. Multiplying excess inpatient care days by the routine home care rate.

3. Adding together the amounts calculated in “1” and “2.”

4. Comparing the amount in “3” with interim payments made to the hospice for inpatient care
during the “cap period.”

Any excess reimbursement shall be refunded by the hospice.

f Location of services. Claims must identify the geographic location where the service is
provided (as distinct from the location of the hospice).

79.1(15) HCBS retrospectively limited prospective rates. This methodology applies to
reimbursement for HCBS supported community living; HCBS family and community support services;
HCBS supported employment enhanced job search activities; HCBS interim medical monitoring and
treatment when provided by an HCBS-certified supported community agency; HCBS respite when
provided by nonfacility providers, camps, home care agencies, or providers of residential-based
supported community living; and HCBS group respite provided by home health agencies.

a. Reporting requirements.

(1) Providers shall submit cost reports for each waiver service provided using Form 470-0664,
Financial and Statistical Report for Purchase of Service, and Form 470-3449, Supplemental Schedule.
The cost reporting period is from July 1 to June 30. The completed cost reports shall be submitted to
the IME Provider Cost Audits and Rate-Setting Unit, P.O. Box 36450, Des Moines, lowa 50315, or by
electronic mail to costaudit@dhs.state.ia.us, by September 30 of each year.

(2) If a provider chooses to leave the HCBS program or terminates a service, a final cost report
shall be submitted within 60 days of termination for retrospective adjustment.

(3) Costs reported under the waiver shall not be reported as reimbursable costs under any other
funding source. Costs incurred for other services shall not be reported as reimbursable costs under the
waiver.

(4) Financial information shall be based on the agency’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting. Providers which are multiple program agencies shall
submit a cost allocation schedule, prepared in accordance with generally accepted accounting principles.

(5) Failure to maintain records to support the cost reports may result in termination of the provider’s
HCBS certification.

(6) The department may require that an opinion of a certified public accountant or public accountant
accompany the report when adjustments made to prior reports indicate noncompliance with reporting
instructions.

(7) A 30-day extension for submitting the cost reports due by September 30 may be obtained by
submitting a letter to the bureau of long-term care by September 30. No extensions will be granted
beyond 30 days.

(8) Failure to submit a report that meets the requirements of this paragraph by September 30 or an
extended deadline granted per subparagraph (7) shall reduce payment to 76 percent of the current rate.
The reduced rate shall be paid for not longer than three months, after which time no further payments
will be made.

b.  Home- and community-based general rate criteria.

(1) To receive reimbursement for services, a certified provider shall enter into an agreement with
the department on Form 470-2918, HCBS Waiver Agreement, and have an approved service plan for the
consumer.

(2) The rates a provider may charge are subject to limits established in subrule 79.1(2).

(3) Indirect administrative costs shall be limited to 20 percent of other costs.

(4) Mileage costs shall be reimbursed according to state employee rate.




Ch 79, p.36 Human Services[441] IAC 5/16/12

(5) Consumer transportation, consumer consulting, consumer instruction, consumer environmental
modification and repairs and consumer environmental furnishings shall not exceed $1,570 per consumer
per year for supported community living services.

(6) For respite care provided in the consumer’s home, only the cost of care is reimbursed.

(7) For respite care provided outside the consumer’s home, charges may include room and board.

(8) Transportation and therapeutic resources reimbursement shall not exceed $1,500 per child per
year for family and community support services.

c.  Prospective rates for new providers other than respite.

(1) Providers who have not submitted an annual report including at least 6 months of actual,
historical costs shall be paid prospective rates based on projected reasonable and proper costs of
operation for a 12-month period reported in Form SS-1703-0, Financial and Statistical Report, and
Form 470-3449, Supplemental Schedule.

(2) Prospective rates shall be subject to retrospective adjustment as provided in paragraph “e.’

(3) After aprovider has submitted an annual report including at least six months of actual, historical
costs, prospective rates shall be determined as provided in paragraph “d.”

d.  Prospective rates for established providers other than respite.

(1) Providers who have submitted an annual report including at least six months of actual, historical
costs shall be paid prospective rates based on reasonable and proper costs in a base period, as adjusted
for inflation.

(2) The base period shall be the period covered by the first Form SS-1703-0, Financial and
Statistical Report, and Form 470-3449, Supplemental Schedule, submitted to the department after 1997
that includes at least six months of actual, historical costs.

(3) Reasonable and proper costs in the base period shall be inflated by a percentage of the increase
in the consumer price index for all urban consumers for the preceding 12-month period ending June 30,
based on the months included in the base period, to establish the initial prospective rate for an established
provider.

(4) After establishment of the initial prospective rate for an established provider, the rate will be
adjusted annually, effective for the third month after the month during which the annual cost report is
submitted to the department. The provider’s new rate shall be the actual reconciled rate or the previously
established rate adjusted by the consumer price index for all urban consumers for the preceding 12-month
period ending June 30, whichever is less.

(5) Prospective rates for services other than respite shall be subject to retrospective adjustment as
provided in paragraph “f.”

e. Prospective rates for respite. Prospective rates for respite shall be agreed upon between
the consumer, interdisciplinary team and the provider up to the maximum, subject to retrospective
adjustment as provided in paragraph “f.”

f Retrospective adjustments.

(1) Retrospective adjustments shall be made based on reconciliation of provider’s reasonable and
proper actual service costs with the revenues received for those services as reported on Form 470-3449,
Supplemental Schedule, accompanying Form SS-1703-0, Financial and Statistical Report for Purchase
of Service.

(2) Revenues exceeding adjusted actual costs by more than 2.5 percent shall be remitted to the
department. Payment will be due upon notice of the new rates and retrospective rate adjustment.

(3) Providers who do not reimburse revenues exceeding 102.5 percent of actual costs 30 days after
notice is given by the department will have the revenues over 102.5 percent of the actual costs deducted
from future payments.

g Supported community living daily rate. For purposes of determining the daily rate for supported
community living services, providers are treated as new providers until they have submitted an annual
report including at least six months of actual costs for the same consumers at the same site with no
significant change in any consumer’s needs, or if there is a subsequent change in the consumers at a site
or in any consumer’s needs. Individual prospective daily rates are determined for each consumer. These
rates may be adjusted no more than once every three months if there is a vacancy at the site for over

>
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30 days or the consumer’s needs have significantly changed. Rates adjusted on this basis will become
effective the month a new cost report is submitted. Retrospective adjustments of the prospective daily
rates are based on each site’s average costs.

79.1(16) Outpatient reimbursement for hospitals.

a.  Definitions.

“Allowable costs” means the costs defined as allowable in 42 CFR, Chapter IV, Part 413, as amended
to October 1, 2007, except for the purposes of calculating direct medical education costs, where only the
reported costs of the interns and residents are allowed. Further, costs are allowable only to the extent
that they relate to patient care; are reasonable, ordinary, and necessary; and are not in excess of what a
prudent and cost-conscious buyer would pay for the given service or item.

“Ambulatory payment classification” or “APC” means an outpatient service or group of services
for which a single rate is set. The services or groups of services are determined according to the typical
clinical characteristics, the resource use, and the costs associated with the service or services.

“Ambulatory payment classification relative weight” or “APC relative weight” means the relative
value assigned to each APC.

“Ancillary service” means a supplemental service that supports the diagnosis or treatment of the
patient’s condition. Examples include diagnostic testing or screening services and rehabilitative services
such as physical or occupational therapy.

“APC service” means a service that is priced and paid using the APC system.

“Base year cost report,” for rates effective January 1, 2009, means the hospital’s cost report with
fiscal year end on or after January 1, 2007, and before January 1, 2008. Cost reports shall be reviewed
using Medicare’s cost reporting and cost reimbursement principles for those cost reporting periods.

“Blended base APC rate” shall mean the hospital-specific base APC rate, plus the statewide base
APC rate, divided by two. The costs of hospitals receiving reimbursement as critical access hospitals
during any of the period included in the base-year cost report shall not be used in determining the
statewide base APC rate.

“Case-mix index” shall mean an arithmetical index measuring the relative average costliness of
outpatient cases treated in a hospital, compared to the statewide average.

“Cost outlier” shall mean services provided during a single visit that have an extraordinarily high
cost as established in paragraph “g” and are therefore eligible for additional payments above and beyond
the base APC payment.

“Current procedural terminology—fourth edition (CPT-4)” is the systematic listing and coding of
procedures and services provided by physicians or other related health care providers. The CPT-4 coding
is maintained by the American Medical Association and is updated yearly.

“Diagnostic service” means an examination or procedure performed to obtain information regarding
the medical condition of an outpatient.

“Direct medical education costs” shall mean costs directly associated with the medical education
of interns and residents or other medical education programs, such as a nursing education program or
allied health programs, conducted in an outpatient setting, that qualify for payment as medical education
costs under the Medicare program. The amount of direct medical education costs is determined from the
hospital base-year cost reports and is inflated in determining the direct medical education rate.

“Direct medical education rate” shall mean a rate calculated for a hospital reporting medical
education costs on the Medicare cost report (CMS 2552). The rate is calculated using the following
formula: Direct medical education costs are multiplied by the percentage of valid claims to total claims,
further multiplied by inflation factors, then divided by outpatient visits.

“Discount factor” means the percentage discount applied to additional APCs when more than one
APC is provided during the same visit (including the same APC provided more than once). Not all APCs
are subject to a discount factor.

“GME/DSH fund apportionment claim set” means the hospital’s applicable Medicaid claims paid
from July 1, 2008, through June 30, 2009. The claim set is updated every three years in July.

“GME/DSH fund implementation year” means 2009.
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“Graduate medical education and disproportionate share fund” or “GME/DSH fund” means
a reimbursement fund developed as an adjunct reimbursement methodology to directly reimburse
qualifying hospitals for the direct costs of interns and residents associated with the operation of graduate
medical education programs for outpatient services.

“Healthcare common procedures coding system” or “HCPCS” means the national uniform
coding method that is maintained by the Centers for Medicare and Medicaid Services (CMS) and that
incorporates the American Medical Association publication Physicians Current Procedural Terminology
(CPT) and the three HCPCS unique coding levels I, II, and III.

“Hospital-based clinic” means a clinic that is owned by the hospital, operated by the hospital under
its hospital license, and on the premises of the hospital.

“International classifications of diseases—fourth edition, ninth revision (ICD-9)” is a systematic
method used to classify and provide standardization to coding practices which are used to describe the
diagnosis, symptom, complaint, condition or cause of a person’s injury or illness.

“Medicaid claim set” means the hospital’s applicable Medicaid claims for the period of January 1,
2006, through December 31, 2007, and paid through March 31, 2008.

“Modifier” means a two-character code that is added to the procedure code to indicate the type of
service performed. The modifier allows the reporting hospital to indicate that a performed service or
procedure has been altered by some specific circumstance. The modifier may affect payment or may be
used for information only.

“Multiple significant procedure discounting” means a reduction of the standard payment amount
for an APC to recognize that the marginal cost of providing a second APC service to a patient during a
single visit is less than the cost of providing that service by itself.

“Observation services” means a set of clinically appropriate services, such as ongoing short-term
treatment, assessment, and reassessment, that is provided before a decision can be made regarding
whether a patient needs further treatment as a hospital inpatient or is able to be discharged from the
hospital.

“Outpatient hospital services” means preventive, diagnostic, therapeutic, observation,
rehabilitation, or palliative services provided to an outpatient by or under the direction of a physician,
dentist, or other practitioner by an institution that:

1. Islicensed or formally approved as a hospital by the officially designated authority in the state
where the institution is located; and

2. Meets the requirements for participation in Medicare as a hospital.

“Outpatient prospective payment system” or “OPPS” means the payment methodology for hospital
outpatient services established by this subrule and based on Medicare’s outpatient prospective payment
system mandated by the Balanced Budget Refinement Act of 1999 and the Medicare, Medicaid and
SCHIP Benefits Improvement and Protection Act of 2000.

“Outpatient visit” shall mean those hospital-based outpatient services which are billed on a single
claim form.

“Packaged service” means a service that is secondary to other services but is considered an integral
part of another service.

“Pass-through” means certain drugs, devices, and biologicals for which providers are entitled to
payment separate from any APC.

“Quality improvement organization” or “QIO” shall mean the organization that performs medical
peer review of Medicaid claims, including review of validity of hospital diagnosis and procedure coding
information; completeness, adequacy and quality of care; and appropriateness of prospective payments
for outlier cases and nonemergent use of the emergency room. These activities undertaken by the QIO
may be included in a contractual relationship with the lowa Medicaid enterprise.

“Rebasing” shall mean the redetermination of the blended base APC rate using more recent Medicaid
cost report data.

“Significant procedure” shall mean the procedure, therapy, or service provided to a patient that
constitutes the primary reason for the visit and dominates the time and resources expended during the
visit.
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“Status indicator” or “SI” means a payment indicator that identifies whether a service represented
by a CPT or HCPCS code is payable under the OPPS APC or another payment system. Only one status
indicator is assigned to each CPT or HCPCS code.

b.  Outpatient hospital services. Medicaid adopts the Medicare categories of hospitals and services
subject to and excluded from the hospital outpatient prospective payment system (OPPS) at 42 CFR
419.20 through 419.22 as amended to October 1, 2007, except as indicated in this subrule.

(1) A teaching hospital that has approval from the Centers for Medicare and Medicaid Services to
receive reasonable cost reimbursement for physician services under 42 CFR 415.160 through 415.162 as
amended to October 1, 2007, is eligible for combined billing status if the hospital has filed the approval
notice with the lowa Medicaid enterprise provider cost audit and rate-setting unit. If a teaching hospital
elects to receive reasonable cost payment for physician direct medical and surgical services furnished
to Medicaid members, those services and the supervision of interns and residents furnishing the care
to members are covered as hospital services and are combined with the bill for hospital service. Cost
settlement for the reasonable costs related to physician direct medical and surgical services shall be made
after receipt of the hospital’s financial and statistical report.

(2) A hospital-based ambulance service must be an enrolled Medicaid ambulance provider and
must bill separately for ambulance services. EXCEPTION: If the member’s condition results in an inpatient
admission to the hospital, the reimbursement for ambulance services is included in the hospital’s DRG
reimbursement rate for the inpatient services.

(3) All psychiatric services for members who have a primary diagnosis of mental illness and are
enrolled in the Iowa Plan program under 441—Chapter 88 shall be the responsibility of the lowa Plan
contractor and shall not be otherwise payable by lowa Medicaid. The only exceptions to this policy are
reference laboratory and radiology services, which will be payable by fee schedule or APC.

(4) Emergency psychiatric evaluations for members who are covered by the lowa Plan shall be the
responsibility of the Iowa Plan contractor. For members who are not covered by the lowa Plan, services
shall be payable under the APC for emergency psychiatric evaluation.

(5) Substance abuse services for persons enrolled in the lowa Plan program under 441—Chapter
88 shall be the responsibility of the lowa Plan contractor and shall not be otherwise payable by lowa
Medicaid. The only exceptions to this policy are reference laboratory and radiology services, which will
be payable by fee schedule or APC.

¢.  Payment for outpatient hospital services.

(1) Outpatient hospital services shall be reimbursed according to the first of the following
methodologies that applies to the service:

1. Any specific rate or methodology established by rule for the particular service.

2. The OPPS APC rates established pursuant to this subrule.

3. Fee schedule rates established pursuant to paragraph 79.1(1) “c.

(2) Except as provided in paragraph 79.1(16)“h,” outpatient hospital services that have been
assigned to an APC with an assigned weight shall be reimbursed based on the APC to which the services
provided are assigned. The department adopts and incorporates by reference the OPPS APCs and
relative weights effective January 1, 2008, published on November 27, 2007, as final by the Centers for
Medicare and Medicaid Services in the Federal Register at Volume 72, No. 227, page 66579. Relative
weights and APCs shall be updated pursuant to paragraph 79.1(16) ‘7. ”

(3) The APC payment is calculated as follows:

1. The applicable APC relative weight is multiplied by the blended base APC rate determined
according to paragraph 79.1(16) “e.”

2. The resulting APC payment is multiplied by a discount factor of 50 percent and by units of
service when applicable.

3. Foraprocedure started but discontinued before completion, the department will pay 50 percent
of the APC for the service.

(4) The OPPS APC payment status indicators show whether a service represented by a CPT or
HCPCS code is payable under an OPPS APC or under another payment system and whether particular

i%)
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OPPS policies apply to the code. The following table lists the status indicators and definitions for both
services that are paid under an OPPS APC and services that are not paid under an OPPS APC.

Indicator | Item, Code, or Service OPPS Payment Status
A Services furnished to a hospital outpatient that are For services covered by lowa Medicaid as an
paid by Medicare under a fee schedule or payment outpatient hospital service, the service is not
system other than OPPS, such as: paid under OPPS APC, but is paid based on
° Ambulance services. the lowa Medicaid fee schedule for outpatient
° Clinical diagnostic laboratory services. hospital services established pursuant to
. Diagnostic mammography. 79.1(1)“c.”
° Screening mammography.
° Nonimplantable prosthetic and orthotic devices. | For SerVi(feS not CQVered b}’ lowa Medicaifi as
° Physical, occupational, and speech therapy. an outpatient hospital service, the service is
) Erythropoietin for end-stage renal dialysis not paid under OPPS APC, but may be paid
(ESRD) patients. by Iowa Medicaid under the specific rate or
e Routine dialysis services provided for ESRD | methodology established by other rules (other
patients in a certified dialysis unit of a hospital. | than outpatient hospital).
B Codes that are not paid by Medicare on an outpatient | Not paid under OPPS APC.
hospital basis e  May be paid when submitted on a
different bill type other than outpatient
hospital (13x).

. An alternate code that is payable when
submitted on an outpatient hospital bill
type (13x) may be available.

C Inpatient procedures If covered by lowa Medicaid as an outpatient
hospital service, the service is not paid under

OPPS APC, but is paid based on the Iowa

Medicaid fee schedule for outpatient hospital

services established pursuant to 79.1(1) “c.”

If not covered by lowa Medicaid as an

outpatient hospital service, the service is not

paid under OPPS APC. Admit the patient and
bill as inpatient care.
D Discontinued codes Not paid under OPPS APC or any other
Medicaid payment system.
E Items, codes, and services: If covered by lowa Medicaid, the item, code, or
e  That are not covered by Medicare based on service is not paid under OPPS APC, but is paid
statutory exclusion and may or may not be based on the lowa Medicaid fee schedule for
covered by Iowa Medicaid; or outpatient hospital services established pursuant
° That are not covered by Medicare for reasons | {0 79.1(1)%e.”
other than statutory exclusion and may or may
not be covered by lowa Medicaid; or If not covered by lowa Medicaid, the item,
° That are not recognized by Medicare but for code, or service is not paid under OPPS APC or
which an alternate code for the same item or any other Medicaid payment system.
service may be available under lowa Medicaid;
or
) For which separate payment is not provided
by Medicare but may be provided by lowa
Medicaid.
F Certified registered nurse anesthetist services If covered by lowa Medicaid, the item or

Corneal tissue acquisition

Hepatitis B vaccines

service is not paid under OPPS APC, but is paid
based on the lowa Medicaid fee schedule for
outpatient hospital services established pursuant
to 79.1(1)“c.”

If not covered by lowa Medicaid, the item or
service is not paid under OPPS APC or any
other Medicaid payment system.
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Pass-through drugs and biologicals

If covered by lowa Medicaid, the item is not
paid under OPPS APC, but is paid based on
the Iowa Medicaid fee schedule for outpatient
hospital services established pursuant to
79.1(1)“c.”

If not covered by lowa Medicaid, the item is not
paid under OPPS APC or any other Medicaid
payment system.

Pass-through device categories

If covered by lowa Medicaid, the device is not
paid under OPPS APC, but is paid based on
the Iowa Medicaid fee schedule for outpatient
hospital services established pursuant to
79.1()“c.”

If not covered by lowa Medicaid, the device
is not paid under OPPS APC or any other
Medicaid payment system.

Non-pass-through drugs and biologicals

Therapeutic radiopharmaceuticals

If covered by lowa Medicaid, the item is:

° Paid under OPPS APC with a separate
APC payment when both an APC and an
APC weight are established.

) Paid based on the lowa Medicaid fee
schedule for outpatient hospital services
established pursuant to 79.1(1) “¢”
when either no APC or APC weight is
established.

If not covered by Iowa Medicaid, the item is not
paid under OPPS APC or any other Medicaid
payment system.

Influenza vaccine

Pneumococcal pneumonia vaccine

If covered by Iowa Medicaid, the vaccine

is not paid under OPPS APC, but is paid
based on the Iowa Medicaid fee schedule for
outpatient hospital services established pursuant
to 79.1(1)“c.”

If not covered by lowa Medicaid, the vaccine
is not paid under OPPS APC or any other
Medicaid payment system.

Items and services not billable to the Medicare fiscal
intermediary

If covered by lowa Medicaid, the item or
service is not paid under OPPS APC, but is paid
based on the Iowa Medicaid fee schedule for
outpatient hospital services established pursuant
to 79.1(1)“c.”

If not covered by lowa Medicaid, the item or
service is not paid under OPPS APC or any
other Medicaid payment system.

Packaged services not subject to separate payment
under Medicare OPPS payment criteria

Paid under OPPS APC. Payment, including
outliers, is included with payment for other
services; therefore, no separate payment is
made.

Partial hospitalization

Not a covered service under lowa Medicaid.

Ql

STVX-packaged codes

Paid under OPPS APC.

. Packaged APC payment if billed on the
same date of service as HCPCS code
assigned status indicator “S,” “T,” “V,”
or “X.”

° In all other circumstances, payment is
made through a separate APC payment.
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Q2 T-packaged codes Paid under OPPS APC.

° Packaged APC payment if billed on the
same date of service as HCPCS code
assigned status indicator “T.”

. In all other circumstances, payment is
made through a separate APC payment.

Q3 Codes that may be paid through a composite APC If covered by lowa Medicaid, the code is paid
under OPPS APC with separate APC payment.

If not covered by lowa Medicaid, the code is not
paid under OPPS APC or any other Medicaid
payment system.

R Blood and blood products If covered by Iowa Medicaid, the item is paid
under OPPS APC with separate APC payment.

If not covered by Iowa Medicaid, the item is not
paid under OPPS APC or any other Medicaid
payment system.

S Significant procedure, not discounted when multiple | If covered by Iowa Medicaid, the procedure
is paid under OPPS APC with separate APC
payment.

If not covered by lowa Medicaid, the procedure
is not paid under OPPS APC or any other
Medicaid payment system.

T Significant procedure, multiple reduction applies If covered by Iowa Medicaid, the procedure
is paid under OPPS APC with separate APC
payment subject to multiple reduction.

If not covered by lowa Medicaid, the procedure
is not paid under OPPS APC or any other
Medicaid payment system.

U Brachytherapy sources If covered by lowa Medicaid, the procedure
is paid under OPPS APC with separate APC
payment.

If not covered by lowa Medicaid, the procedure
is not paid under OPPS APC or any other
Medicaid payment system.

\Y Clinic or emergency department visit If covered by Iowa Medicaid, the service is paid
under OPPS APC with separate APC payment,
subject to limits on nonemergency services
provided in an emergency room pursuant to
79.1(16)“r.”

If not covered by lowa Medicaid, the service
is not paid under OPPS APC or any other
Medicaid payment system.

X Ancillary services If covered by lowa Medicaid, the service is paid
under OPPS APC with separate APC payment.

If not covered by lowa Medicaid, the service
is not paid under OPPS APC or any other
Medicaid payment system.
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Y Nonimplantable durable medical equipment For items covered by Iowa Medicaid as an
outpatient hospital service, the item is not paid
under OPPS APC, but is paid based on the lowa
Medicaid fee schedule for outpatient hospital
services established pursuant to 79.1(1) “c.”

For items not covered by lowa Medicaid as an
outpatient hospital service, the item is not paid
as an outpatient hospital service, but may be
paid by lowa Medicaid under the specific rate or
methodology established by other rules (other
than outpatient hospital).

d.  Calculation of case-mix indices. Hospital-specific and statewide case-mix indices shall be
calculated using the Medicaid claim set.

(1) Hospital-specific case-mix indices are calculated by summing the relative weights for each APC
service at that hospital and dividing the total by the number of APC services for that hospital.

(2) The statewide case-mix index is calculated by summing the relative weights for each APC
service for all claims and dividing the total by the statewide total number of APC services. Claims for
hospitals receiving reimbursement as critical access hospitals during any of the period included in the
base-year cost report are not used in calculating the statewide case-mix index.

e.  Calculation of the hospital-specific base APC rates.

(1) Using the hospital’s base-year cost report, hospital-specific outpatient cost-to-charge ratios are
calculated for each ancillary and outpatient cost center of the Medicare cost report, Form CMS 2552-96.

(2) The cost-to-charge ratios are applied to each line item charge reported on claims from the
Medicaid claim set to calculate the Medicaid cost per service. The hospital’s total outpatient Medicaid
cost is the sum of the Medicaid cost per service for all line items.

(3) The following items are subtracted from the hospital’s total outpatient Medicaid costs:

1. The total calculated Medicaid direct medical education cost for interns and residents based on
the hospital’s base-year cost report.

2.  The total calculated Medicaid cost for services listed at 441—subrule 78.31(1), paragraphs “g”
n.

3. The total calculated Medicaid cost for ambulance services.

4. The total calculated Medicaid cost for services paid based on the lowa Medicaid fee schedule.
(4) The remaining amount is multiplied by a factor to limit aggregate expenditures to available
funding, divided by the hospital-specific case-mix index, and then divided by the total number of APC
services for that hospital from the Medicaid claim set.

(5) Hospital-specific base APC rates are not computed for hospitals receiving reimbursement as
critical access hospitals during any of the period included in the base-year cost report.

f- Calculation of statewide base APC rate.

(1) The statewide average base APC rate is calculated by summing the outpatient Medicaid cost
for all hospitals and subtracting the following:

1. The total calculated Medicaid direct medical education cost for interns and residents for all
hospitals.

2. The total calculated Medicaid cost for services listed at 441—subrule 78.31(1), paragraphs “g”
to “n,” for all hospitals.

3. The total calculated Medicaid cost for ambulance services for all hospitals.

4. The total calculated Medicaid cost for services paid based on the lowa Medicaid fee schedule
for all hospitals.

(2) The resulting amount is multiplied by a factor to limit aggregate expenditures to available
funding, divided by the statewide case-mix index, and then divided by the statewide total number of
APC services from the Medicaid claim set.

(3) Data for hospitals receiving reimbursement as critical access hospitals during any of the period
included in the base-year cost report is not used in calculating the statewide average base APC rate.

¢

to
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g Cost outlier payment policy. Additional payment is made for services provided during a single
visit that exceed the following Medicaid criteria of cost outliers for each APC. Outlier payments are
determined on an APC-by-APC basis.

(1) An APC qualifies as a cost outlier when the cost of the service exceeds both the multiple
threshold and the fixed-dollar threshold.

(2) The multiple threshold is met when the cost of furnishing an APC service exceeds 1.75 times
the APC payment amount.

(3) The fixed-dollar threshold is met when the cost of furnishing an APC service exceeds the APC
payment amount plus $2,000.

(4) If both the multiple threshold and the fixed-dollar threshold are met, the outlier payment is
calculated as 50 percent of the amount by which the hospital’s cost of furnishing the APC service or
procedure exceeds the multiple threshold.

(5) The cost of furnishing the APC service or procedure is calculated using a single overall
hospital-specific cost-to-charge ratio determined from the base-year cost report. Costs appearing on
a claim that are attributable to packaged APC services for which no separate payment is made are
allocated to all nonpackaged APC services that appear on that claim. The amount allocated to each
nonpackaged APC service is based on the proportion the APC payment rate for that APC service bears
to the total APC rates for all nonpackaged APC services on the claim.

h.  Payment to critical access hospitals. Initial, interim payments to critical access hospitals as
defined in paragraph 79.1(5)“a” shall be the hospital’s line-item charge multiplied by the hospital’s
Medicaid outpatient cost-to-charge ratio. These interim payments are subject to annual retrospective
adjustment equal to the difference between the reasonable costs of covered services provided to
eligible fee-for-service Medicaid members (excluding members in managed care) and the Medicaid
reimbursement received. The department shall determine the reasonable costs of services based on the
hospital’s annual cost reports and Medicare cost principles. When the interim amounts paid exceed
reasonable costs, the department shall recover the difference.

(1) After any retrospective adjustment, the department shall update the cost-to-charge ratio to
reflect as accurately as is possible the reasonable costs of providing the covered service to eligible
fee-for-service Medicaid members for the coming year. The department shall base these changes on the
most recent utilization as submitted to the lowa Medicaid enterprise provider cost audit and rate-setting
unit and Medicare cost principles.

(2) Once a hospital begins receiving reimbursement as a critical access hospital, the cost-to-charge
ratio is not subject to rebasing as provided in paragraph 79.1(16) ‘. ”

i.  Cost-reporting requirements. Hospitals shall prepare annual cost reports in accordance with
generally accepted accounting principles as defined by the American Institute of Certified Public
Accountants and in accordance with Medicare Provider Reimbursement Manual, CMS Publication 15,
subject to the exceptions and limitations provided in this rule.

(1) Using electronic media, each hospital shall submit the following:

1. The hospital’s Medicare cost report (Form CMS 2552-96, Hospitals and Healthcare Complex
Cost Report);

2. Either Form 470-4515, Critical Access Hospital Supplemental Cost Report, or Form 470-4514,
Hospital Supplemental Cost Report; and

3. A copy of the revenue code crosswalk used to prepare the Medicare cost report.

(2) The cost reports and supporting documentation shall be sent to the lowa Medicaid Enterprise,
Provider Cost Audit and Rate Setting Unit, 100 Army Post Road, P.O. Box 36450, Des Moines, lowa
50315.

(3) The costreports shall be submitted on or before the last day of the fifth calendar month following
the close of the period covered by the report. For fiscal periods ending on a day other than the last day
of the month, cost reports are due 150 days after the last day of the cost-reporting period. Extensions
of the due date for filing a cost report granted by the Medicare fiscal intermediary shall be accepted by
Iowa Medicaid.

j. Rebasing.
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(1) Effective January 1, 2009, and annually thereafter, the department shall update the OPPS APC
relative weights using the most current calendar update as published by the Centers for Medicare and
Medicaid Services.

(2) Effective January 1, 2009, and every three years thereafter, blended base APC rates shall be
rebased. Cost reports used in rebasing shall be the hospital fiscal year-end Form CMS 2552-96, Hospital
and Healthcare Complex Cost Report, as submitted to Medicare in accordance with Medicare cost report
submission time lines for the hospital fiscal year ending during the preceding calendar year. If a hospital
does not provide this cost report, including the Medicaid cost report and revenue code crosswalk, to the
Iowa Medicaid enterprise provider cost audit and rate-setting unit by May 31 of a year in which rebasing
occurs, the most recent submitted cost report will be used.

(3) Effective January 1, 2009, and every three years thereafter, case-mix indices shall be
recalculated using valid claims most nearly matching each hospital’s fiscal year end.

(4) The graduate medical education and disproportionate share fund shall be updated as provided
in subparagraph 79.1(16) “v”(3).

k. Payment to out-of-state hospitals. Out-of-state hospitals providing care to members of lowa’s
Medicaid program shall be reimbursed in the same manner as Iowa hospitals, except as provided in
subparagraphs (1) and (2).

(1) For out-of-state hospitals that submit a cost report no later than May 31 in the most recent
rebasing year, APC payment amounts will be based on the blended base APC rate using hospital-specific,
Iowa-only Medicaid data. For other out-of-state hospitals, APC payment amounts will be based on the
Iowa statewide base APC rate.

(2) Out-of-state hospitals do not qualify for direct medical education payments pursuant to
paragraph 79.1(16) “v.”

[ Preadmission, preauthorization or inappropriate services. Inpatient or outpatient services that
require preadmission or preprocedure approval by the quality improvement organization (QIO) are
updated yearly and are available from the QIO.

(1) The hospital shall provide the QIO authorization number on the claim form to receive payment.
Claims for services requiring preadmission or preprocedure approval that are submitted without this
authorization number will be denied.

(2) To safeguard against other inappropriate practices, the department, through the QIO, will
monitor admission practices and quality of care. If an abuse of the prospective payment system is
identified, payments for abusive practices may be reduced or denied. In reducing or denying payment,
Medicaid adopts the Medicare QIO regulations.

m. Health care access assessment inflation factor. Effective with the implementation of the health
care access assessment paid pursuant to 441—Chapter 36, Division III, a health care access assessment
inflation factor shall be applied to the Medicaid blended base APC rate as otherwise calculated pursuant
to this subrule for all “participating hospitals” as defined in 441—subrule 36.10(1).

(1) Calculation of inflation factor. The health care access assessment inflation factor for
participating hospitals shall be calculated by dividing the amount allowed under the Medicare outpatient
upper payment limit for the fiscal year beginning July 1, 2010, by the sum of the projected expenditures
for participating hospitals for the fiscal year beginning July 1, 2010, as determined by the fiscal
management division of the department, and the amount allowed under the Medicare outpatient upper
payment limit.

(2) Implementation date. The health care access assessment inflation factor shall not be
implemented until federal financial participation to match money collected from the health care access
assessment pursuant to 441—Chapter 36, Division III, has been approved by the federal Centers for
Medicare and Medicaid Services.

(3) End date. Application of the health care access assessment inflation factor shall terminate if
the health care access assessment is terminated pursuant to rule 441—36.12(83GA,SF2388). If federal
match money is unavailable for a retroactive period or the authority to collect the assessment is rescinded
for a retroactive period, the department shall:
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1.  Recalculate Medicaid rates in effect during that period without the application of the health care
access assessment inflation factor;

2. Recompute Medicaid payments due based on the recalculated Medicaid rates;

3. Recoup any previous overpayments; and

4. Determine for each hospital the amount of health care access assessment collected during that
period and refund that amount to the facility.

n.  Determination of inpatient admission. A person is considered to be an inpatient when a formal
inpatient admission occurs, when a physician intends to admit a person as an inpatient, or when a
physician determines that a person being observed as an outpatient in an observation or holding bed
should be admitted to the hospital as an inpatient. In cases involving outpatient observation status, the
determinant of patient status is not the length of time the patient was being observed, rather whether the
observation period was medically necessary to determine whether a patient should be admitted to the
hospital as an inpatient. Outpatient observation lasting greater than a 24-hour period will be subject to
review by the QIO to determine the medical necessity of each case. For those outpatient observation
cases where medical necessity is not established, reimbursement shall be denied for the services found
to be unnecessary for the provision of that care, such as the use of the observation room.

o. Inpatient admission after outpatient services. If a patient is admitted as an inpatient within three
days of the day in which outpatient services were rendered, all outpatient services related to the principal
diagnosis are considered inpatient services for billing purposes. The day of formal admission as an
inpatient is considered as the first day of hospital inpatient services. EXCEPTION: This requirement does
not apply to critical access hospitals.

p.  Cost report adjustments. Rescinded IAB 6/11/03, effective 7/16/03.

q. Determination of payment amounts for mental health noninpatient (NIP) services. Mental
health NIP services are limited as set forth at 441—subparagraph 78.31(4) “d”’(7) and are reimbursed
on a fee schedule basis. Mental health NIP services are the responsibility of the managed mental health
care and substance abuse (Iowa Plan) contractor for persons eligible for managed mental health care.

r. Services delivered in the emergency room. Payment to a hospital for assessment of any
Medicaid member in an emergency room shall be made pursuant to fee schedule. Payment for treatment
of a Medicaid member in an emergency room shall be made as follows:

(1) If the emergency room visit results in an inpatient hospital admission, the treatment provided
in the emergency room is paid for as part of the payment for the inpatient services provided.

(2) If the emergency room visit does not result in an inpatient hospital admission but involves
emergency services as defined in paragraph 79.1(13)“k,” payment for treatment provided in the
emergency room shall be made at the full APC payment for the treatment provided.

(3) If the emergency room visit does not result in an inpatient hospital admission and does not
involve emergency services as defined in paragraph 79.1(13) “k, ” payment for treatment provided in the
emergency room depends on whether the member had a referral to the emergency room and on whether
the member is participating in the MediPASS program.

1. For members not participating in the MediPASS program who were referred to the emergency
room by appropriate medical personnel and for members participating in the MediPASS program who
were referred to the emergency room by their MediPASS primary care physician, payment for treatment
provided in the emergency room shall be made at 75 percent of the APC payment for the treatment
provided.

2. For members not participating in the MediPASS program who were not referred to the
emergency room by appropriate medical personnel, payment for treatment provided in the emergency
room shall be made at 50 percent of the APC payment for the treatment provided.

3. For members participating in the MediPASS program who were not referred to the emergency
room by their MediPASS primary care physician, no payment will be made for treatment provided in the
emergency room.

s.  Limit on payments. Payments under the ambulatory payment -classification (APC)
methodology, as well as other payments for outpatient services, are subject to upper limit rules set forth
in 42 CFR 447.321 as amended to September 5, 2001, and 447.325 as amended to January 26, 1993.
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Requirements under these sections state that, in general, Medicaid may not make payments to providers
that would exceed the amount that would be payable to providers under comparable circumstances
under Medicare.

t.  Government-owned facilities. Rescinded IAB 6/30/10, effective 7/1/10.

u. QIO review. The QIO will review a yearly random sample of hospital outpatient service cases
performed for Medicaid members and identified on claims data from all Iowa and bordering state
hospitals in accordance with the terms in the contract between the department and the QIO. The QIO
contract is available for review at the lowa Medicaid Enterprise Office, 100 Army Post Road, Des
Moines, Iowa 50315.

v.  Graduate medical education and disproportionate share fund. Payment shall be made to
hospitals qualifying for direct medical education directly from the graduate medical education and
disproportionate share fund. The requirements to receive payments from the fund, the amount allocated
to the fund and the methodology used to determine the distribution amounts from the fund are as
follows:

(1) Qualifying for direct medical education. Iowa hospitals qualify for direct medical education
payments if direct medical education costs that qualify for payment as medical education costs under
the Medicare program are contained in the hospital’s base year cost report and in the most recent cost
report submitted before the start of the state fiscal year for which payments are being made. Out-of-state
hospitals do not qualify for direct medical education payments.

(2) Allocation to fund for direct medical education. The total annual state fiscal year funding
that is allocated to the graduate medical education and disproportionate share fund for direct medical
education related to outpatient services is $2,776,336. If a hospital fails to qualify for direct medical
education payments from the fund because the hospital does not report direct medical education costs
that qualify for payment as medical education costs under the Medicare program in the most recent cost
report submitted before the start of the state fiscal year for which payments are being made, the amount
of money that would have been paid to that hospital shall be removed from the fund.

(3) Distribution to qualifying hospitals for direct medical education. Distribution of the amount
in the fund for direct medical education shall be on a monthly basis. To determine the amount to be
distributed to each qualifying hospital for direct medical education, the following formula is used:

1.  Multiply the total count of outpatient visits for claims paid from the GME/DSH fund
apportionment claim set for each hospital reporting direct medical education costs that qualify for
payment as medical education costs under the Medicare program in the hospital’s base year cost report
by each hospital’s direct medical education rate to obtain a dollar value.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for direct medical education to
determine the payment to each hospital.

w.  Final settlement for state-owned teaching hospital.

(1) Effective July 1, 2010, total annual payments to an lowa state-owned hospital for inpatient and
outpatient hospital services shall equal 100 percent of allowable medical assistance program costs, not
to exceed the sum of the following:

1. Payments for inpatient hospital services calculated in accordance with subrule 79.1(5), plus

2. Payment for outpatient hospital services calculated in accordance with subrule 79.1(16), plus

3. $9,900,000.

(2) One-twelfth of the $9,900,000 increase in reimbursement shall be distributed to the hospital on
a monthly basis.

(3) Thelowa Medicaid enterprise shall complete a final settlement based on the hospital’s Medicare
cost report. If the aggregate payments are less than the hospital’s actual medical assistance program
costs, no additional payment shall be made.

(4) If the sum of the inpatient hospital service payments plus outpatient hospital service payments
plus the $9,900,000 exceeds 100 percent of allowable inpatient and outpatient costs, the department shall
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request and collect from the hospital the amount by which payments exceed actual medical assistance
program costs.

79.1(17) Reimbursement for home- and community-based services home and vehicle modification
and equipment. Payment is made for home and vehicle modifications, assistive devices, specialized
medical equipment, and environmental modifications and adaptive devices at the amount authorized
by the department through a quotation, contract, or invoice submitted by the provider.

a. The case manager shall submit the service plan and the contract, invoice or quotations from the
providers to the lowa Medicaid enterprise for prior approval before the modification is initiated or the
equipment is purchased. Payment shall not be approved for duplicate items.

b.  Whenever possible, three itemized bids for the modification or quotations for equipment
purchase shall be presented for review. The amount payable shall be based on the least expensive item
that meets the member’s medical needs.

c¢.  Payment for most items shall be based on a fee schedule and shall conform to the limitations
set forth in subrule 79.1(12).

(1) For services and items that are furnished under Part B of Medicare, the fee shall be the lowest
charge allowed under Medicare.

(2) Forservices and items that are furnished only under Medicaid, the fee shall be the lowest charge
determined by the department according to the Medicare reimbursement method described in Section
1834(a) of the Social Security Act (42 U.S.C. 1395m), Payment for Durable Medical Equipment.

(3) Payment for supplies with no established Medicare fee shall be at the average wholesale price
for the item less 10 percent.

(4) Payment for items with no Medicare fee, Medicaid fee, or average wholesale price shall be
made at the manufacturer’s suggested retail price less 15 percent.

(5) Payment for items with no Medicare fee, Medicaid fee, average wholesale price, or
manufacturer’s suggested retail price shall be made at the dealer’s cost plus 10 percent. The actual
invoice for the item from the manufacturer must be submitted with the claim. Catalog pages or printouts
supplied by the provider are not considered invoices.

(6) For selected medical services, supplies, and equipment, including equipment servicing, that
generally do not vary significantly in quality from one provider to another, the payment shall be the
lowest price for which such devices are widely and consistently available in a locality.

(7) Payment for used equipment shall not exceed 80 percent of the purchase allowance.

(8) No allowance shall be made for delivery, freight, postage, or other provider operating expenses
for durable medical equipment, prosthetic devices, or sickroom supplies.

79.1(18) Pharmaceutical case management services reimbursement. Pharmacist and physician
pharmaceutical case management (PCM) team members shall be equally reimbursed for participation in
each of the four services described in rule 441—78.47(249A). The following table contains the amount
each team member shall be reimbursed for the services provided and the maximum number of payments
for each type of assessment. Payment for services beyond the maximum number of payments shall be
considered on an individual basis after peer review of submitted documentation of medical necessity.

Service Payment amount Number of payments

Initial assessment §75 One per patient

New problem assessment $40 Two per patient per 12 months
Problem follow-up assessment $40 Four per patient per 12 months
Preventative follow-up assessment $25 One per patient per 6 months

79.1(19) Reimbursement for translation and interpretation services. Reimbursement for translation
and interpretation services shall be made to providers based on the reimbursement methodology for the
provider category as defined in subrule 79.1(2).

a. For those providers whose basis of reimbursement is cost-related, translation and interpretation
services shall be considered an allowable cost.
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b.  For those providers whose basis of reimbursement is a fee schedule, a fee shall be established
for translation and interpretation services, which shall be treated as a reimbursable service. In order
for translation or interpretation to be covered, it must be provided by separate employees or contractors
solely performing translation or interpretation activities.

79.1(20) Dentists. The dental fee schedule is based on the definitions of dental and surgical
procedures given in the Current Dental Terminology, Third Edition (CDT-3).

79.1(21) Rehabilitation agencies. Subject to the Medicaid upper limit in 79.1(2), payments to
rehabilitation agencies shall be made as provided in the areawide fee schedule established for Medicare
by the Centers for Medicare and Medicaid Services (CMS). The Medicare fee schedule is based on
the definitions of procedures from the physicians’ Current Procedural Terminology (CPT) published
by the American Medical Association. CMS adjusts the fee schedules annually to reflect changes in
the consumer price index for all urban customers.

79.1(22) Medicare crossover claims for inpatient and outpatient hospital services. Subject to
approval of a state plan amendment by the federal Centers for Medicare and Medicaid Services,
payment for crossover claims shall be made as follows.

a. Definitions. For purposes of this subrule:

“Crossover claim” means a claim for Medicaid payment for Medicare-covered inpatient or
outpatient hospital services rendered to a Medicare beneficiary who is also eligible for Medicaid.
Crossover claims include claims for services rendered to beneficiaries who are eligible for Medicaid in
any category, including, but not limited to, qualified Medicare beneficiaries and beneficiaries who are
eligible for full Medicaid coverage.

“Medicaid-allowed amount” means the Medicaid prospective reimbursement for the services
rendered (including any portion to be paid by the Medicaid beneficiary as copayment or spenddown),
as determined under state and federal law and policies.

“Medicaid reimbursement” means any amount to be paid by the Medicaid beneficiary as a Medicaid
copayment or spenddown and any amount to be paid by the department after application of any applicable
Medicaid copayment or spenddown.

“Medicare payment amount” means the Medicare reimbursement rate for the services rendered in a
crossover claim, excluding any Medicare coinsurance or deductible amounts to be paid by the Medicare
beneficiary.

b.  Reimbursement of crossover claims. Crossover claims for inpatient or outpatient hospital
services covered under Medicare and Medicaid shall be reimbursed as follows.

(1) Ifthe Medicare payment amount for a crossover claim exceeds or equals the Medicaid-allowed
amount for that claim, Medicaid reimbursement for the crossover claim shall be zero.

(2) If the Medicaid-allowed amount for a crossover claim exceeds the Medicare payment amount
for that claim, Medicaid reimbursement for the crossover claim shall be the lesser of:

1. The Medicaid-allowed amount minus the Medicare payment amount; or

2. The Medicare coinsurance and deductible amounts applicable to the claim.

c.  Additional Medicaid payment for crossover claims uncollectible from Medicare. Medicaid shall
reimburse hospitals for the portion of crossover claims not covered by Medicaid reimbursement pursuant
to paragraph “b” and not reimbursable by Medicare as an allowable bad debt pursuant to 42 CFR 413.80,
as amended June 13, 2001, up to a limit of 30 percent of the amount not paid by Medicaid pursuant to
paragraph “b.” The department shall calculate these amounts for each provider on a calendar-year basis
and make payment for these amounts by March 31 of each year for the preceding calendar year.

d.  Application of savings. Savings in Medicaid reimbursements attributable to the limits on
inpatient and outpatient crossover claims established by this subrule shall be used to pay costs associated
with development and implementation of this subrule before reversion to Medicaid.

79.1(23) Reimbursement for remedial services. Reimbursement for remedial services provided
before July 1, 2011, shall be made on the basis of a unit rate that is calculated retrospectively for each
provider, considering reasonable and proper costs of operation. The unit rate shall not exceed the
established unit-of-service limit on reasonable costs pursuant to subparagraph 79.1(23) “c”(1). The unit
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of service may be a quarter-hour, a half-hour, an hour, a half-day, or a day, depending on the service
provided.

a. Interim rate. Providers shall be reimbursed through a prospective interim rate equal to
the previous year’s retrospectively calculated unit-of-service rate. On an interim basis, pending
determination of remedial services provider costs, the provider may bill for and shall be reimbursed
at a unit-of-service rate that the provider and the lowa Medicaid enterprise may reasonably expect to
produce total payments to the provider for the provider’s fiscal year that are consistent with Medicaid’s
obligation to reimburse that provider’s reasonable costs. The interim unit-of-service rate is subject to
the established unit-of-service limit on reasonable costs pursuant to subparagraph 79.1(23) “c ’(1).

b.  Cost reports. Reasonable and proper costs of operation shall be determined based on cost
reports submitted by the provider.

(1) Financial information shall be based on the provider’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting. Failure to maintain records to support the cost report
may result in termination of the provider’s Medicaid enrollment.

(2) The provider shall complete Form 470-4414, Financial and Statistical Report for Remedial
Services, and submit it to the IME Provider Cost Audit and Rate Setting Unit, P.O. Box 36450, Des
Moines, lowa 50315, within three months of the end of the provider’s fiscal year.

(3) A provider may obtain a 30-day extension for submitting the cost report by sending a letter to
the IME provider cost audit and rate setting unit before the cost report due date. No extensions will be
granted beyond 30 days.

(4) Providers of services under multiple programs shall submit a cost allocation schedule, prepared
in accordance with the generally accepted accounting principles and requirements specified in OMB
Circular A-87. Costs reported under remedial services shall not be reported as reimbursable costs under
any other funding source. Costs incurred for other services shall not be reported as reimbursable costs
under remedial services.

¢.  Rate determination. Cost reports as filed shall be subject to review and audit by the Iowa
Medicaid enterprise to determine the actual cost of services rendered to Medicaid members, using an
accepted method of cost apportionment (as specified in OMB Circular A-87).

(1) A reasonable cost for a member is one that does not exceed 110 percent of the average allowable
costs reported by lowa Medicaid providers for providing similar remedial services to members who have
similar diagnoses and live in similar settings, less 5 percent.

(2) When the reasonable and proper costs of operation are determined, a retroactive adjustment
shall be made. The retroactive adjustment represents the difference between the amount received by the
provider through an interim rate during the year for covered services and the reasonable and proper costs
of operation determined in accordance with this subrule.

79.1(24) Reimbursement for home- and community-based habilitation services. Reimbursement for
case management, job development, and employer development is based on a fee schedule developed
using the methodology described in paragraph 79.1(1) “d. ” Reimbursement for home-based habilitation,
day habilitation, prevocational habilitation, enhanced job search and supports to maintain employment
is based on a retrospective cost-related rate calculated using the methodology in this subrule. All rates
are subject to the upper limits established in subrule 79.1(2).

a. Units of service.

(1) A unit of case management is 15 minutes.

(2) A unit of home-based habilitation is one hour. EXCEPTIONS:

1. A unit of service is one day when a member receives direct supervision for 14 or more hours
per day, averaged over a calendar month. The member’s comprehensive service plan must identify and
reflect the need for this amount of supervision. The provider’s documentation must support the number
of direct support hours identified in the comprehensive service plan.

2. When cost-effective, a daily rate may be developed for members needing fewer than 14 hours
of direct supervision per day. The provider must obtain approval from the lowa Medicaid enterprise for
a daily rate for fewer than 14 hours of service per day.
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(3) A unit of day habilitation is an hour, a half-day (1 to 4 hours), or a full day (4 to 8 hours).

(4) A unit of prevocational habilitation is an hour, a half-day (1 to 4 hours), or a full day (4 to 8
hours).

(5) A unit of supported employment habilitation for activities to obtain a job is:

1. One job placement for job development and employer development.

2. One hour for enhanced job search.

(6) A unit of supported employment habilitation supports to maintain employment is one hour.

b.  Submission of cost reports. The department shall determine reasonable and proper costs
of operation for home-based habilitation, day habilitation, prevocational habilitation, and supported
employment based on cost reports submitted by the provider on Form 470-4425, Financial and
Statistical Report for HCBS Habilitation Services.

(1) Financial information shall be based on the provider’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting. Failure to maintain records to support the cost report
may result in termination of the provider’s Medicaid enrollment.

(2) For home-based habilitation, the provider’s cost report shall reflect all staff-to-member ratios
and costs associated with members’ specific support needs for travel and transportation, consulting,
and instruction, as determined necessary by the interdisciplinary team for each consumer. The specific
support needs must be identified in the member’s comprehensive service plan. The total costs shall not
exceed $1570 per consumer per year. The provider must maintain records to support all expenditures.

(3) The provider shall submit the complete cost report to the IME Provider Cost Audit and Rate
Setting Unit, P.O. Box 36450, Des Moines, lowa 50315, within three months of the end of the provider’s
fiscal year. The submission must include a working trial balance. Cost reports submitted without a
working trial balance will be considered incomplete.

(4) A provider may obtain a 30-day extension for submitting the cost report by sending a letter to
the IME provider cost audit and rate setting unit before the cost report due date. No extensions will be
granted beyond 30 days.

(5) A provider of services under multiple programs shall submit a cost allocation schedule, prepared
in accordance with the generally accepted accounting principles and requirements specified in OMB
Circular A-87. Costs reported under habilitation services shall not be reported as reimbursable costs
under any other funding source. Costs incurred for other services shall not be reported as reimbursable
costs under habilitation services.

(6) Ifaprovider fails to submit a cost report that meets the requirement of paragraph 79.1(24) “b,”
the department shall reduce payment to 76 percent of the current rate. The reduced rate shall be paid for
not longer than three months, after which time no further payments will be made.

(7) A projected cost report shall be submitted when a new habilitation services provider enters the
program or an existing habilitation services provider adds a new service code. A prospective interim
rate shall be established using the projected cost report. The effective date of the rate shall be the day
the provider becomes certified as a Medicaid provider or the day the new service is added.

¢.  Rate determination based on cost reports. Reimbursement shall be made using a unit rate that
is calculated retrospectively for each provider, considering reasonable and proper costs of operation.

(1) Interim rates. Providers shall be reimbursed through a prospective interim rate equal to the
previous year’s retrospectively calculated unit-of-service rate. Pending determination of habilitation
services provider costs, the provider may bill for and shall be reimbursed at a unit-of-service rate that
the provider and the lowa Medicaid enterprise may reasonably expect to produce total payments to the
provider for the provider’s fiscal year that are consistent with Medicaid’s obligation to reimburse that
provider’s reasonable costs.

(2) Audit of cost reports. Cost reports as filed shall be subject to review and audit by the Iowa
Medicaid enterprise to determine the actual cost of services rendered to Medicaid members, using an
accepted method of cost apportionment (as specified in OMB Circular A-87).

(3) Retroactive adjustment. When the reasonable and proper costs of operation are determined, a
retroactive adjustment shall be made. The retroactive adjustment represents the difference between the
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amount that the provider received during the year for covered services through an interim rate and the
reasonable and proper costs of operation determined in accordance with this subrule.

79.1(25) Reimbursement for community mental health centers and providers of mental health
services to county residents pursuant to a waiver approved under lowa Code section 225C.7(3).

a.  Reimbursement methodology. Effective for services rendered on or after October 1, 2006,
community mental health centers and providers of mental health services to county residents pursuant
to a waiver approved under Iowa Code section 225C.7(3) that provide clinic services are paid on a
reasonable-cost basis as determined by Medicare reimbursement principles. Rates are initially paid on
an interim basis and then are adjusted retroactively based on submission of a financial and statistical
report.

(1) Until a provider that was enrolled int he Medicaid program before October 1, 2006, submits a
cost report in order to develop a provider-specific interim rate, the lowa Medicaid enterprise shall make
interim payments to the provider based upon 105 percent of the greater of:

1. The statewide fee schedule for community mental health centers effective July 1, 2006, or

2. The average Medicaid managed care contracted fee amounts for community mental health
centers effective July 1, 2006.

(2) For a provider that enrolls in the Medicaid program on or after October 1, 2006, until a
provider-specific interim rate is developed, the lowa Medicaid enterprise shall make interim payments
based upon the average statewide interim rates for community mental health centers at the time services
are rendered. A new provider may submit a projected cost report that the lowa Medicaid enterprise will
use to develop a provider-specific interim rate.

(3) Cost reports as filed are subject to review and audit by the lowa Medicaid enterprise. The
Iowa Medicaid enterprise shall determine each provider’s actual, allowable costs in accordance with
generally accepted accounting principles and in accordance with Medicare cost principles, subject to the
exceptions and limitations in the department’s administrative rules.

(4) The Iowa Medicaid enterprise shall make retroactive adjustment of the interim rate after
the submission of annual cost reports. The adjustment represents the difference between the amount
the provider received during the year through interim payments for covered services and the amount
determined to be the actual, allowable cost of service rendered to Medicaid members.

(5) The lowa Medicaid enterprise shall use each annual cost report to develop a provider-specific
interim fee schedule to be paid prospectively. The effective date of the fee schedule change is the first
day of the month following completion of the cost settlement.

b.  Reporting requirements. All providers shall submit cost reports using Form 470-4419,
Financial and Statistical Report. A hospital-based provider shall also submit the Medicare cost report,
CMS Form 2552-96.

(1) Financial information shall be based on the provider’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting. Failure to maintain records to support the cost report
may result in termination of the provider’s enrollment with the lowa Medicaid program.

(2) Providers that offer multiple programs shall submit a cost allocation schedule prepared in
accordance with generally accepted accounting principles and requirements as specified in OMB
Circular A-87 adopted in federal regulations at 2 CFR Part 225 as amended to August 31, 2005.

(3) Costs reported for community mental health clinic services shall not be reported as
reimbursable costs under any other funding source. Costs incurred for other services shall not be
reported as reimbursable costs under community mental health clinic services.

(4) Providers shall submit completed cost reports to the IME Provider Cost Audit and Rate Setting
Unit, P.O. Box 36450, Des Moines, lowa 50315. A provider that is not hospital-based shall submit
Form 470-4419 on or before the last day of the third month after the end of the provider’s fiscal year. A
hospital-based provider shall submit both Form 470-4419 and CMS Form 2552-96 on or before the last
day of the fifth month after the end of the provider’s fiscal year.
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(5) A provider may obtain a 30-day extension for submitting the cost report by submitting a letter
to the IME provider cost audit and rate setting unit before the cost report due date. No extensions will
be granted beyond 30 days.

(6) Ifaprovider fails to submit a cost report that meets the requirements of this paragraph, the lowa
Medicaid enterprise shall reduce the provider’s interim payments to 76 percent of the current interim
rate. The reduced interim rate shall be paid for not longer than three months, after which time no further
payments will be made.

This rule is intended to implement lowa Code section 249A 4.
[ARC 7835B, IAB 6/3/09, effective 7/8/09; ARC 7937B, IAB 7/1/09, effective 7/1/09; ARC 7957B, IAB 7/15/09, effective 7/1/09
(See Delay note at end of chapter); ARC 8205B, IAB 10/7/09, effective 11/11/09; ARC 8206B, IAB 10/7/09, effective 11/11/09; ARC
8344B, IAB 12/2/09, effective 12/1/09; ARC 8643B, IAB 4/7/10, effective 3/11/10; ARC 8647B, IAB 4/7/10, effective 3/11/10; ARC
8649B, IAB 4/7/10, effective 3/11/10; ARC 8894B, IAB 6/30/10, effective 7/1/10; ARC 8899B, IAB 6/30/10, effective 7/1/10; ARC
9046B, IAB 9/8/10, effective 8/12/10; ARC 9127B, IAB 10/6/10, effective 11/10/10; ARC 9134B, IAB 10/6/10, effective 10/1/10;
ARC 9132B, IAB 10/6/10, effective 11/1/10; ARC 9176B, IAB 11/3/10, effective 12/8/10; ARC 9316B, IAB 12/29/10, effective
2/2/11; ARC 9403B, 1AB 3/9/11, effective 5/1/11; ARC 9440B, IAB 4/6/11, effective 4/1/11; ARC 9487B, IAB 5/4/11, effective
7/1/11; ARC 9588B, IAB 6/29/11, effective 9/1/11; ARC 9706B, IAB 9/7/11, effective 8/17/11; ARC 9708B, IAB 9/7/11, effective
8/17/11; ARC 9710B, IAB 9/7/11, effective 8/17/11; ARC 9704B, IAB 9/7/11, effective 9/1/11; ARC 9712B, IAB 9/7/11, effective
9/1/11; ARC 9714B, IAB 9/7/11, effective 9/1/11; ARC 9719B, IAB 9/7/11, effective 9/1/11; ARC 9722B, IAB 9/7/11, effective
9/1/11; ARC 9884B, IAB 11/30/11, effective 1/4/12; ARC 9886B, IAB 11/30/11, effective 1/4/12; ARC 9887B, IAB 11/30/11,
effective 1/4/12; ARC 9958B, IAB 1/11/12, effective 2/15/12; ARC 9959B, IAB 1/11/12, effective 2/15/12; ARC 9960B, IAB 1/11/12,
effective 2/15/12; ARC 9996B, IAB 2/8/12, effective 1/19/12; ARC 0028C, IAB 3/7/12, effective 4/11/12; ARC 0029C, 1AB 3/7/12,
effective 4/11/12; ARC 9959B nullified (See nullification note at end of chapter)]

441—79.2(249A) Sanctions against provider of care. The department reserves the right to impose
sanctions against any practitioner or provider of care who has violated the requirements for participation
in the medical assistance program.

79.2(1) Definitions.

“Affiliates ” means persons having an overt or covert relationship such that any one of them directly
or indirectly controls or has the power to control another.

“lowa Medicaid enterprise” means the entity comprised of department staff and contractors
responsible for the management and reimbursement of Medicaid services.

“Person” means any natural person, company, firm, association, corporation, or other legal entity.

“Probation” means a specified period of conditional participation in the medical assistance program.

“Provider” means an individual, firm, corporation, association, or institution which is providing or
has been approved to provide medical assistance to a recipient pursuant to the state medical assistance
program.

“Suspension from participation”” means an exclusion from participation for a specified period of
time.

“Suspension of payments”’ means the withholding of all payments due a provider until the resolution
of the matter in dispute between the provider and the department.

“Termination from participation” means a permanent exclusion from participation in the medical
assistance program.

“Withholding of payments” means a reduction or adjustment of the amounts paid to a provider on
pending and subsequently submitted bills for purposes of offsetting overpayments previously made to
the provider.

79.2(2) Grounds for sanctioning providers. Sanctions may be imposed by the department against a
provider for any one or more of the following reasons:

a. Presenting or causing to be presented for payment any false or fraudulent claim for services or
merchandise.

b.  Submitting or causing to be submitted false information for the purpose of obtaining greater
compensation than that to which the provider is legally entitled, including charges in excess of usual and
customary charges.

c.  Submitting or causing to be submitted false information for the purpose of meeting prior
authorization requirements.

d. Failure to disclose or make available to the department or its authorized agent, records of
services provided to medical assistance recipients and records of payments made for those services.
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e.  Failure to provide and maintain the quality of services to medical assistance recipients within
accepted medical community standards as adjudged by professional peers.

/- Engaging in a course of conduct or performing an act which is in violation of state or federal
regulations of the medical assistance program, or continuing that conduct following notification that it
should cease.

g.  Failure to comply with the terms of the provider certification on each medical assistance check
endorsement.

h.  Overutilization of the medical assistance program by inducing, furnishing or otherwise causing
the recipient to receive services or merchandise not required or requested by the recipient.

i.  Rebating or accepting a fee or portion of a fee or a charge for medical assistance patient referral.

j. Violating any provision of lowa Code chapter 249A, or any rule promulgated pursuant thereto.

k. Submission of a false or fraudulent application for provider status under the medical assistance
program.

[ Violations of any laws, regulations, or code of ethics governing the conduct of occupations or
professions or regulated industries.

m. Conviction of a criminal offense relating to performance of a provider agreement with the state
or for negligent practice resulting in death or injury to patients.

n.  Failure to meet standards required by state or federal law for participation, for example,
licensure.

o. Exclusion from Medicare because of fraudulent or abusive practices.

p-  Documented practice of charging recipients for covered services over and above that paid for
by the department, except as authorized by law.

q. Failure to correct deficiencies in provider operations after receiving notice of these deficiencies
from the department.

. Formal reprimand or censure by an association of the provider’s peers for unethical practices.

5. Suspension or termination from participation in another governmental medical program such
as workers’ compensation, crippled children’s services, rehabilitation services or Medicare.

t.  Indictment for fraudulent billing practices, or negligent practice resulting in death or injury to
the provider’s patients.

79.2(3) Sanctions. The following sanctions may be imposed on providers based on the grounds
specified in 79.2(2).

a. A term of probation for participation in the medical assistance program.

b.  Termination from participation in the medical assistance program.

c¢.  Suspension from participation in the medical assistance program. This includes when the
department is notified by the Centers for Medicare and Medicaid Services, Department of Health and
Human Services, that a practitioner has been suspended from participation under the Medicare program.
These practitioners shall be suspended from participation in the medical assistance program effective
on the date established by the Centers for Medicare and Medicaid Services and at least for the period of
time of the Medicare suspension.

Suspension or withholding of payments to provider.

Referral to peer review.

Prior authorization of services.

One hundred percent review of the provider’s claims prior to payment.
Referral to the state licensing board for investigation.

i.  Referral to appropriate federal or state legal authorities for investigation and prosecution under
applicable federal or state laws.

j. Providers with a total Medicaid credit balance of more than $500 for more than 60 consecutive
days without repaying or reaching written agreement to repay the balance shall be charged interest at 10
percent per year on each overpayment. The interest shall begin to accrue retroactively to the first full
month that the provider had a credit balance over $500.

SN Y



IAC 5/16/12 Human Services[441] Ch 79, p.55

Nursing facilities shall make repayment or reach agreement with the division of medical services.
All other providers shall make repayment or reach agreement with the lowa Medicaid enterprise.
Overpayments and interest charged may be withheld from future payments to the provider.

79.2(4) Imposition and extent of sanction.

a. The decision on the sanction to be imposed shall be the commissioner’s or designated
representative’s except in the case of a provider terminated from the Medicare program.

b.  The following factors shall be considered in determining the sanction or sanctions to be
imposed:

(1) Seriousness of the offense.

(2) Extent of violations.

(3) History of prior violations.

(4) Prior imposition of sanctions.

(5) Prior provision of provider education.

(6) Provider willingness to obey program rules.

(7) Whether a lesser sanction will be sufficient to remedy the problem.

(8) Actions taken or recommended by peer review groups or licensing boards.

79.2(5) Scope of sanction.

a. The sanction may be applied to all known affiliates of a provider, provided that each decision
to include an affiliate is made on a case-by-case basis after giving due regard to all relevant facts and
circumstances. The violation, failure, or inadequacy of performance may be imputed to a person with
whom the violator is affiliated where the conduct was accomplished in the course of official duty or was
effectuated with the knowledge or approval of that person.

b.  Suspension or termination from participation shall preclude the provider from submitting claims
for payment, whether personally or through claims submitted by any clinic, group, corporation, or other
association, for any services or supplies except for those services provided before the suspension or
termination.

¢.  No clinic, group, corporation, or other association which is the provider of services shall submit
claims for payment for any services or supplies provided by a person within the organization who has
been suspended or terminated from participation in the medical assistance program except for those
services provided before the suspension or termination.

d.  When the provisions of paragraph 79.2(5) “c” are violated by a provider of services which
is a clinic, group, corporation, or other association, the department may suspend or terminate the
organization, or any other individual person within the organization who is responsible for the violation.

79.2(6) Notice of sanction. When a provider has been sanctioned, the department shall notify as
appropriate the applicable professional society, board of registration or licensure, and federal or state
agencies of the findings made and the sanctions imposed.

79.2(7) Notice of violation. Should the department have information that indicates that a provider
may have submitted bills or has been practicing in a manner inconsistent with the program requirements,
or may have received payment for which the provider may not be properly entitled, the department shall
notify the provider of the discrepancies noted. Notification shall set forth:

a.  The nature of the discrepancies or violations,

b.  The known dollar value of the discrepancies or violations,

c¢.  The method of computing the dollar value,

d. Notification of further actions to be taken or sanctions to be imposed by the department, and

e. Notification of any actions required of the provider. The provider shall have 15 days subsequent
to the date of the notice prior to the department action to show cause why the action should not be taken.

79.2(8) Suspension or withholding of payments pending a final determination. Where the
department has notified a provider of a violation pursuant to 79.2(7) or an overpayment, the
department may withhold payments on pending and subsequently received claims in an amount
reasonably calculated to approximate the amounts in question or may suspend payment pending a
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final determination. Where the department intends to withhold or suspend payments it shall notify the
provider in writing.
This rule is intended to implement lowa Code section 249A .4.

441—79.3(249A) Maintenance of records by providers of service. A provider of a service that is
charged to the medical assistance program shall maintain complete and legible records as required in
this rule. Failure to maintain records or failure to make records available to the department or to its
authorized representative timely upon request may result in claim denial or recoupment.

79.3(1) Financial (fiscal) records.

a. A provider of service shall maintain records as necessary to:

(1) Support the determination of the provider’s reimbursement rate under the medical assistance
program; and

(2) Support each item of service for which a charge is made to the medical assistance program.
These records include financial records and other records as may be necessary for reporting and
accountability.

b. A financial record does not constitute a medical record.

79.3(2) Medical (clinical) records. A provider of service shall maintain complete and legible
medical records for each service for which a charge is made to the medical assistance program.
Required records shall include any records required to maintain the provider’s license in good standing.

a. Definition. “Medical record” (also called “clinical record”) means a tangible history that
provides evidence of:

(1) The provision of each service and each activity billed to the program; and

(2) First and last name of the member receiving the service.

b.  Purpose. The medical record shall provide evidence that the service provided is:

(1) Medically necessary;

(2) Consistent with the diagnosis of the member’s condition; and

(3) Consistent with professionally recognized standards of care.

c. Components.

(1) Identification. Each page or separate electronic document of the medical record shall contain
the member’s first and last name. In the case of electronic documents, the member’s first and last name
must appear on each screen when viewed electronically and on each page when printed. As part of the
medical record, the medical assistance identification number and the date of birth must also be identified
and associated with the member’s first and last name.

(2) Basis for service—general rule. General requirements for all services are listed herein. For the
application of these requirements to specific services, see paragraph 79.3(2) “d. ” The medical record shall
reflect the reason for performing the service or activity, substantiate medical necessity, and demonstrate
the level of care associated with the service. The medical record shall include the items specified below
unless the listed item is not routinely received or created in connection with a particular service or activity
and is not required to document the reason for performing the service or activity, the medical necessity
of the service or activity, or the level of care associated with the service or activity:

1.  The member’s complaint, symptoms, and diagnosis.

The member’s medical or social history.

Examination findings.

Diagnostic test reports, laboratory test results, or X-ray reports.

Goals or needs identified in the member’s plan of care.

Physician orders and any prior authorizations required for Medicaid payment.
Medication records, pharmacy records for prescriptions, or providers’ orders.
Related professional consultation reports.

9. Progress or status notes for the services or activities provided.

10. All forms required by the department as a condition of payment for the services provided.

11. Any treatment plan, care plan, service plan, individual health plan, behavioral intervention plan,
or individualized education program.
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12. The provider’s assessment, clinical impression, diagnosis, or narrative, including the complete
date thereof and the identity of the person performing the assessment, clinical impression, diagnosis, or
narrative.

13. Any additional documentation necessary to demonstrate the medical necessity of the service
provided or otherwise required for Medicaid payment.

(3) Service documentation. The record for each service provided shall include information
necessary to substantiate that the service was provided and shall include the following:

1. The specific procedures or treatments performed.

2. The complete date of the service, including the beginning and ending date if the service is
rendered over more than one day.

3. The complete time of the service, including the beginning and ending time if the service is billed
on a time-related basis. For those time-related services billed using Current Procedural Terminology
(CPT) codes, the total time of the service shall be recorded, rather than the beginning and ending time.

4. The location where the service was provided if otherwise required on the billing form or in
441—paragraph 77.30(5)“c” or “d,” 441—paragraph 77.33(6)“d,” 441—paragraph 77.34(5)“d,”
441—paragraph 77.37(15)“d,” 441—paragraph 77.39(13)“e,” 441—paragraph 77.39(14)“d,” or
441—paragraph 77.46(5) “i,” or 441—subparagraph 78.9(10) “a "(1).

5. The name, dosage, and route of administration of any medication dispensed or administered as
part of the service.

6. Any supplies dispensed as part of the service.

7. The first and last name and professional credentials, if any, of the person providing the service.

8.  The signature of the person providing the service, or the initials of the person providing the
service if a signature log indicates the person’s identity.

9.  For 24-hour care, documentation for every shift of the services provided, the member’s response
to the services provided, and the person who provided the services.

(4) Outcome of service. The medical record shall indicate the member’s progress in response to
the services rendered, including any changes in treatment, alteration of the plan of care, or revision of
the diagnosis.

d.  Basis for service requirements for specific services. The medical record for the following
services must include, but is not limited to, the items specified below (unless the listed item is not
routinely received or created in connection with the particular service or activity and is not required to
document the reason for performing the service or activity, its medical necessity, or the level of care
associated with it). These items will be specified on Form 470-4479, Documentation Checklist, when
the lowa Medicaid enterprise program integrity unit requests providers to submit records for review.
(See paragraph 79.4(2)“b.”)

(1) Physician (MD and DO) services:

1. Service or office notes or narratives.
2. Procedure, laboratory, or test orders and results.
(2) Pharmacy services:

1. Prescriptions.

2. Nursing facility physician order.

3. Telephone order.

4. Pharmacy notes.

5. Prior authorization documentation.
(3) Dentist services:

1.  Treatment notes.

2. Anesthesia notes and records.

3. Prescriptions.

(4) Podiatrist services:

1. Service or office notes or narratives.
2. Certifying physician statement.

3. Prescription or order form.
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(5) Certified registered nurse anesthetist services:

1. Service notes or narratives.

2.  Preanesthesia physical examination report.

3. Operative report.

4.  Anesthesia record.

5. Prescriptions.

(6) Other advanced registered nurse practitioner services:

1. Service or office notes or narratives.

2. Procedure, laboratory, or test orders and results.

(7) Optometrist and optician services:

1. Notes or narratives supporting eye examinations, medical services, and auxiliary procedures.

2. Original prescription or updated prescriptions for corrective lenses or contact lenses.

3. Prior authorization documentation.

(8) Psychologist services:

1. Service or office psychotherapy notes or narratives.

2. Psychological examination report and notes.

(9) Clinic services:

1. Service or office notes or narratives.

2. Procedure, laboratory, or test orders and results.

3. Nurses’ notes.

4.  Prescriptions.

5. Medication administration records.

(10) Services provided by rural health clinics or federally qualified health centers:

1. Service or office notes or narratives.

2. Form 470-2942, Prenatal Risk Assessment.

3. Procedure, laboratory, or test orders and results.

4. Immunization records.

(11) Services provided by community mental health centers:

1. Service referral documentation.

2. Initial evaluation.

3. Individual treatment plan.

4. Service or office notes or narratives.

5. Narratives related to the peer review process and peer review activities related to a member’s
treatment.

6.  Written plan for accessing emergency services.

(12) Screening center services:

1. Service or office notes or narratives.

2. Immunization records.

3. Laboratory reports.

4. Results of health, vision, or hearing screenings.

(13) Family planning services:

1. Service or office notes or narratives.

2. Procedure, laboratory, or test orders and results.

3. Nurses’ notes.

4. Immunization records.

5. Consent forms.

6. Prescriptions.

7.  Medication administration records.

(14) Maternal health center services:

1
2
3

Service or office notes or narratives.
Procedure, laboratory, or test orders and results.
Form 470-2942, Prenatal Risk Assessment.
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(15) Birthing center services:

1. Service or office notes or narratives.

2. Form 470-2942, Prenatal Risk Assessment.

(16) Ambulatory surgical center services:

1. Service notes or narratives (history and physical, consultation, operative report, discharge
summary).

2. Physician orders.
Consent forms.
Anesthesia records.
Pathology reports.
Laboratory and X-ray reports.

(17) Hospital services:

1. Physician orders.

2. Service notes or narratives (history and physical, consultation, operative report, discharge
summary).

3. Progress or status notes.
Diagnostic procedures, including laboratory and X-ray reports.
Pathology reports.
Anesthesia records.
Medication administration records.
18) State mental hospital services:
Service referral documentation.
Resident assessment and initial evaluation.
Individual comprehensive treatment plan.
Service notes or narratives (history and physical, therapy records, discharge summary).
Form 470-0042, Case Activity Report.

6. Medication administration records.

(19) Services provided by skilled nursing facilities, nursing facilities, and nursing facilities for
persons with mental illness:

1. Physician orders.

2. Progress or status notes.

3. Service notes or narratives.

4. Procedure, laboratory, or test orders and results.
5. Nurses’ notes.
6
7
8.
(
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Physical therapy, occupational therapy, and speech therapy notes.
Medication administration records.
Form 470-0042, Case Activity Report.
20) Services provided by intermediate care facilities for persons with mental retardation:
1. Physician orders.
2. Progress or status notes.
3. Preliminary evaluation.
4. Comprehensive functional assessment.
5. Individual program plan.
6. Form 470-0374, Resident Care Agreement.
7. Program documentation.
8. Medication administration records.
9. Nurses’ notes.
10. Form 470-0042, Case Activity Report.
(21) Services provided by psychiatric medical institutions for children:
1. Physician orders or court orders.
2. Independent assessment.
3. Individual treatment plan.
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4. Service notes or narratives (history and physical, therapy records, discharge summary).
5. Form 470-0042, Case Activity Report.
6. Medication administration records.
(22) Hospice services:
1. Physician certifications for hospice care.
2. Form 470-2618, Election of Medicaid Hospice Benefit.
3.  Form 470-2619, Revocation of Medicaid Hospice Benefit.
4. Plan of care.
5. Physician orders.
6. Progress or status notes.
7. Service notes or narratives.
8.  Medication administration records.
9.  Prescriptions.
(23) Services provided by rehabilitation agencies:
1. Physician orders.
2. Initial certification, recertifications, and treatment plans.
3. Narratives from treatment sessions.
4. Treatment and daily progress or status notes and forms.
(24) Home- and community-based habilitation services:
1. Notice of decision for service authorization.
2. Service plan (initial and subsequent).
3. Service notes or narratives.
(25) Behavioral health intervention:
1. Order for services.
2. Comprehensive treatment or service plan (initial and subsequent).
3. Service notes or narratives.
(26) Services provided by area education agencies and local education agencies:
1. Service notes or narratives.
2. Individualized education program (IEP).
3. Individual health plan (IHP).
4. Behavioral intervention plan.
(27) Home health agency services:
1. Plan of care or plan of treatment.
2. Certifications and recertifications.
3. Service notes or narratives.
4. Physician orders or medical orders.
(28) Services provided by independent laboratories:
1. Laboratory reports.
2. Physician order for each laboratory test.
(29) Ambulance services:
1.  Documentation on the claim or run report supporting medical necessity of the transport.
2. Documentation supporting mileage billed.
(30) Services of lead investigation agencies:
1. Service notes or narratives.
2. Child’s lead level logs (including laboratory results).
3. Written investigation reports to family, owner of building, child’s medical provider, and local
childhood lead poisoning prevention program.
4. Health education notes, including follow-up notes.
(31) Medical supplies:
1. Prescriptions.
2. Certificate of medical necessity.
3. Prior authorization documentation.



IAC 5/16/12 Human Services[441] Ch 79, p.61

4. Medical equipment invoice or receipt.
(32) Orthopedic shoe dealer services:
1. Service notes or narratives.
2. Prescriptions.
3. Certifying physician’s statement.
(33) Case management services, including HCBS case management services:
1. Form 470-3956, MR/CMI/DD Case Management Service Authorization Request, for services
authorized before May 1, 2007.
2. Notice of decision for service authorization.
Service notes or narratives.
Social history.
Comprehensive service plan.
Reassessment of member needs.
Incident reports in accordance with 441—subrule 24.4(5).
34) Early access service coordinator services:
Individualized family service plan (IFSP).
Service notes or narratives.
35) Home- and community-based waiver services, other than case management:
Notice of decision for service authorization.
Service plan.
Service logs, notes, or narratives.
Mileage and transportation logs.
Log of meal delivery.
Invoices or receipts.
7. Forms 470-3372, HCBS Consumer-Directed Attendant Care Agreement, and 470-4389,
Consumer-Directed Attendant Care (CDAC) Service Record.
(36) Physical therapist services:
1. Physician order for physical therapy.
2. Initial physical therapy certification, recertifications, and treatment plans.
3. Treatment notes and forms.
4. Progress or status notes.
(37) Chiropractor services:
1. Service or office notes or narratives.
2. X-ray results.
(38) Hearing aid dealer and audiologist services:
1. Physician examinations and audiological testing (Form 470-0361, Sections A, B, and C).
2. Documentation of hearing aid evaluation and selection (Form 470-0828).
3. Waiver of informed consent.
4.  Prior authorization documentation.
5
(
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. Service or office notes or narratives.
39) Behavioral health services:
1. Assessment.
2. Individual treatment plan.
3. Service or office notes or narratives.
e. Corrections. A provider may correct the medical record before submitting a claim for
reimbursement.
(1) Corrections must be made or authorized by the person who provided the service or by a person
who has first-hand knowledge of the service.
(2) A correction to a medical record must not be written over or otherwise obliterate the original
entry. A single line may be drawn through erroneous information, keeping the original entry legible. In
the case of electronic records, the original information must be retained and retrievable.
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(3) Any correction must indicate the person making the change and any other person authorizing
the change, must be dated and signed by the person making the change, and must be clearly connected
with the original entry in the record.

(4) If a correction made after a claim has been submitted affects the accuracy or validity of the
claim, an amended claim must be submitted.

79.3(3) Maintenance requirement. The provider shall maintain records as required by this rule:

a. During the time the member is receiving services from the provider.

b.  For a minimum of five years from the date when a claim for the service was submitted to the
medical assistance program for payment.

c¢.  Asmay be required by any licensing authority or accrediting body associated with determining
the provider’s qualifications.

79.3(4) Availability. Rescinded IAB 1/30/08, effective 4/1/08.

This rule is intended to implement lowa Code section 249A .4.
[ARC 7957B, IAB 7/15/09, effective 7/1/09; ARC 8262B, IAB 11/4/09, effective 12/9/09; ARC 9440B, IAB 4/6/11, effective
4/1/11; ARC 9487B, IAB 5/4/11, effective 7/1/11]

441—79.4(249A) Reviews and audits.

79.4(1) Definitions.

“Authorized representative,” within the context of this rule, means the person appointed to carry
out audit or review procedures, including assigned auditors, reviewers or agents contracted for specific
audits, reviews, or audit or review procedures.

“Claim” means each record received by the department or the lowa Medicaid enterprise that states
the amount of requested payment and the service rendered by a specific and particular Medicaid provider
to an eligible member.

“Clinical record” means a legible electronic or hard-copy history that documents the criteria
established for medical records as set forth in rule 441—79.3(249A). A claim form or billing statement
does not constitute a clinical record.

“Confidence level” means the statistical reliability of the sampling parameters used to estimate the
proportion of payment errors (overpayment and underpayment) in the universe under review.

“Customary and prevailing fee ” means a fee that is both (1) the most consistent charge by a Medicaid
provider for a given service and (2) within the range of usual charges for a given service billed by most
providers with similar training and experience in the state of lowa.

“Extrapolation” means that the total amount of overpayment or underpayment will be determined
by using sample data meeting the confidence level requirement.

“Fiscal record” means a legible electronic or hard-copy history that documents the criteria
established for fiscal records as set forth in rule 441—79.3(249A). A claim form or billing statement
does not constitute a fiscal record.

“Overpayment” means any payment or portion of a payment made to a provider that is incorrect
according to the laws and rules applicable to the Medicaid program and that results in a payment greater
than that to which the provider is entitled.

“Procedure code’” means the identifier that describes medical or remedial services performed or the
supplies, drugs, or equipment provided.

“Random sample” means a statistically valid random sample for which the probability of selection
for every item in the universe is known.

“Underpayment” means any payment or portion of a payment not made to a provider for services
delivered to eligible members according to the laws and rules applicable to the Medicaid program and
to which the provider is entitled.

“Universe” means all items or claims under review or audit during the period specified by the audit
Or review.

79.4(2) Audit or review of clinical and fiscal records by the department. Any Medicaid provider may
be audited or reviewed at any time at the discretion of the department.
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a.  Authorized representatives of the department shall have the right, upon proper identification,
to audit or review the clinical and fiscal records of the provider to determine whether:

(1) The department has correctly paid claims for goods or services.

(2) The provider has furnished the services to Medicaid members.

(3) The provider has retained clinical and fiscal records that substantiate claims submitted for
payment.

(4) The goods or services provided were in accordance with lowa Medicaid policy.

b.  Requests for provider records by the lowa Medicaid enterprise surveillance and utilization
review services unit shall include Form 470-4479, Documentation Checklist, which is available at
www.ime.state.ia.us/Providers/Forms.html, listing the specific records that must be provided for the
audit or review pursuant to paragraph 79.3(2)“d” to document the basis for services or activities
provided, in the following format:

Iowa Department of Human Services
Iowa Medicaid Enterprise Surveillance and Utilization Review Services
Documentation Checklist

Date of Request:
Reviewer Name & Phone Number:
Provider Name:
Provider Number:
Provider Type:

Please sign this form and return it with the information requested.

Follow the checklist to ensure that all documents requested for each patient have been copied and
enclosed with this request. The documentation must support the validity of the claim that was paid by
the Medicaid program.

Please send copies. Do not send original records.

If you have any questions about this request or checklist, please contact the reviewer listed above.

[specific documentation required

]
[specific documentation required]
]

[specific documentation required

[specific documentation required]

[Note: number of specific documents required varies by provider type]

Any additional documentation that demonstrates the medical necessity of the service provided
or otherwise required for Medicaid payment. List additional documentation below if needed.

The person signing this form is certifying that all documentation that supports the Medicaid billed rates,
units, and services is enclosed.

Signature Title Telephone Number

470-4479 (4/08)

¢.  Records generated and maintained by the department may be used by auditors or reviewers and
in all proceedings of the department.

79.4(3) Audit or review procedures. The department will select the method of conducting an audit
or review and will protect the confidential nature of the records being audited or reviewed. The provider
may be required to furnish records to the department. Unless the department specifies otherwise, the
provider may select the method of delivering any requested records to the department.

a. Upon a written request for records, the provider must submit all responsive records to the
department or its authorized agent within 30 calendar days of the mailing date of the request, except
as provided in paragraph “b.”
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b.  Extension of time limit for submission.

(1) The department may grant an extension to the required submission date of up to 15 calendar
days upon written request from the provider or the provider’s designee. The request must:

1. Establish good cause for the delay in submitting the records; and

2. Bereceived by the department before the date the records are due to be submitted.

(2) Under exceptional circumstances, a provider may request one additional 15-calendar-day
extension. The provider or the provider’s designee shall submit a written request that:

1. Establishes exceptional circumstances for the delay in submitting records; and

2. Isreceived by the department before the expiration of the initial 15-day extension period.

(3) The department may grant a request for an extension of the time limit for submitting records at
its discretion. The department shall issue a written notice of its decision.

(4) The provider may appeal the department’s denial of a request to extend the time limit for
submission of requested records according to the procedures in 441—Chapter 7.

c.  The department may elect to conduct announced or unannounced on-site reviews or audits.
Records must be provided upon request and before the end of the on-site review or audit.

(1) For an announced on-site review or audit, the department’s employee or authorized agent
may give as little as one day’s advance notice of the review or audit and the records and supporting
documentation to be reviewed.

(2) Notice is not required for unannounced on-site reviews and audits.

(3) In an on-site review or audit, the conclusion of that review or audit shall be considered the end
of the period within which to produce records.

d.  Audit or review procedures may include, but are not limited to, the following:

(1) Comparing clinical and fiscal records with each claim.

(2) Interviewing members who received goods or services and employees of providers.

(3) Examining third-party payment records.

(4) Comparing Medicaid charges with private-patient charges to determine that the charge to
Medicaid is not more than the customary and prevailing fee.

(5) Examining all documents related to the services for which Medicaid was billed.

e. Use of statistical sampling techniques. The department’s procedures for auditing or reviewing
Medicaid providers may include the use of random sampling and extrapolation.

(1) A statistically valid random sample will be selected from the universe of records to be audited
or reviewed. The sample size shall be selected using accepted sample size estimation methods. The
confidence level of the sample size calculation shall not be less than 95 percent.

(2) Following the sample audit or review, the statistical margin of error of the sample will be
computed, and a confidence interval will be determined. The estimated error rate will be extrapolated
to the universe from which the sample was drawn within the computed margin of error of the sampling
process.

(3) Commonly accepted statistical analysis programs may be used to estimate the sample size and
calculate the confidence interval, consistent with the sampling parameters.

(4) The audit or review findings generated through statistical sampling procedures shall constitute
prima facie evidence in all department proceedings regarding the number and amount of overpayments
or underpayments received by the provider.

79.4(4) Preliminary report of audit or review findings. 1f the department concludes from an audit or
review that an overpayment has occurred, the department will issue a preliminary finding of a tentative
overpayment and inform the provider of the opportunity to request a reevaluation.

79.4(5) Disagreement with audit or review findings. If a provider disagrees with the preliminary
finding of a tentative overpayment, the provider may request a reevaluation by the department and may
present clarifying information and supplemental documentation.

a. Reevaluation request. A request for reevaluation must be submitted in writing within 15
calendar days of the date of the notice of the preliminary finding of a tentative overpayment. The
request must specify the issues of disagreement.
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(1) If the audit or review is being performed by the Iowa Medicaid enterprise surveillance and
utilization review services unit, the request should be addressed to: IME SURS Unit, P.O. Box 36390,
Des Moines, Iowa 50315.

(2) If the audit or review is being performed by any other departmental entity, the request should
be addressed to: lowa Department of Human Services, Attention: Fiscal Management Division, Hoover
State Office Building, 1305 E. Walnut Street, Des Moines, lowa 50319-0114.

b.  Additional information. A provider that has made a reevaluation request pursuant to paragraph
“a” of this subrule may submit clarifying information or supplemental documentation that was not
previously provided. This information must be received at the applicable address within 30 calendar
days of the mailing of the preliminary finding of a tentative overpayment to the provider, except as
provided in paragraph “c” of this subrule.

c¢.  Disagreement with sampling results. When the department’s audit or review findings have been
generated through sampling and extrapolation and the provider disagrees with the findings, the burden of
proof of compliance rests with the provider. The provider may present evidence to show that the sample
was invalid. The evidence may include a 100 percent audit or review of the universe of provider records
used by the department in the drawing of the department’s sample. Any such audit or review must:

(1) Be arranged and paid for by the provider.

(2) Be conducted by an individual or organization with expertise in coding, medical services, and
Iowa Medicaid policy if the issues relate to clinical records.

(3) Be conducted by a certified public accountant if the issues relate to fiscal records.

(4) Demonstrate that bills and records that were not audited or reviewed in the department’s sample
are in compliance with program regulations.

(5) Be submitted to the department with all supporting documentation within 60 calendar days of
the mailing of the preliminary finding of a tentative overpayment to the provider.

79.4(6) Finding and order for repayment. Upon completion of a requested reevaluation or upon
expiration of the time to request reevaluation, the department shall issue a finding and order for repayment
of any overpayment and may immediately begin withholding payments on other claims to recover any
overpayment.

79.4(7) Appeal by provider of care. A provider may appeal the finding and order of repayment and
withholding of payments pursuant to 441—Chapter 7. However, an appeal shall not stay the withholding
of payments or other action to collect the overpayment.

This rule is intended to implement lowa Code section 249A.4.

441—79.5(249A) Nondiscrimination on the basis of handicap. All providers of service shall comply
with Section 504 of the Rehabilitation Act of 1973 and Federal regulations 45 CFR Part 84, as amended
to December 19, 1990, which prohibit discrimination on the basis of handicap in all Department of Health
and Human Services funded programs.

This rule is intended to implement lowa Code subsection 249A.4(6).

441—79.6(249A) Provider participation agreement. Providers of medical and health care wishing
to participate in the program shall execute an agreement with the department on Form 470-2965,
Agreement Between Provider of Medical and Health Services and the Iowa Department of Human
Services Regarding Participation in Medical Assistance Program.

EXCEPTION: Dental providers are required to complete Form 470-3174, Addendum to Dental
Provider Agreement for Orthodontia, to receive reimbursement under the early and periodic screening,
diagnosis, and treatment program.

In these agreements, the provider agrees to the following:

79.6(1) To maintain clinical and fiscal records as specified in rule 441—79.3(249A).

79.6(2) That the charges as determined in accordance with the department’s policy shall be the full
and complete charge for the services provided and no additional payment shall be claimed from the
recipient or any other person for services provided under the program.
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79.6(3) That it is understood that payment in satisfaction of the claim will be from federal and
state funds and any false claims, statements, or documents, or concealment of a material fact may be
prosecuted under applicable federal and state laws.

This rule is intended to implement lowa Code section 249A .4.

441—79.7(249A) Medical assistance advisory council.

79.7(1) Officers. Officers shall be a chairperson and a vice-chairperson.

a. The director of public health shall serve as chairperson of the council. Elections for
vice-chairperson will be held the first meeting after the beginning of the calendar year.

b.  The vice-chairperson’s term of office shall be two years. A vice-chairperson shall serve no
more than two terms.

c¢.  The vice-chairperson shall serve in the absence of the chairperson.

d.  The chairperson and vice-chairperson shall have the right to vote on any issue before the council.

e. The chairperson shall appoint a committee of not less than three members to nominate
vice-chairpersons and shall appoint other committees approved by the council.

79.7(2) Membership. The membership of the council and its executive committee shall be as
prescribed at lowa Code section 249A.4B, subsections 2and 3.

79.7(3) Expenses, staff support, and technical assistance. Expenses of the council and executive
committee, such as those for clerical services, mailing, telephone, and meeting place, shall be the
responsibility of the department of human services. The department shall arrange for a meeting place,
related services, and accommodations. The department shall provide staff support and independent
technical assistance to the council and the executive committee.

79.7(4) Meetings. The council shall meet no more than quarterly. The executive committee shall
meet on a monthly basis. Meetings may be called by the chairperson, upon written request of at least 50
percent of the members, or by the director of the department of human services.

a. Meetings shall be held in the Des Moines, lowa, area, unless other notification is given.

b.  Written notice of council meetings shall be mailed at least two weeks in advance of the meeting.
Each notice shall include an agenda for the meeting.

79.7(5) Procedures.

a. A quorum shall consist of 50 percent of the voting members.

b.  Where a quorum is present, a position is carried by two-thirds of the council members present.

c¢.  Minutes of council meetings and other written materials developed by the council shall be
distributed by the department to each member and to the executive office of each professional group or
business entity represented.

d.  Notice shall be given to a professional group or business entity represented on the council when
the representative of that group or entity has been absent from three consecutive meetings.

e. In cases not covered by these rules, Robert’s Rules of Order shall govern.

79.7(6) Duties.

a. Executive committee. Based upon the deliberations of the medical assistance advisory
council and the executive committee, the executive committee shall make recommendations to the
director regarding the budget, policy, and administration of the medical assistance program. Such
recommendations may include:

(1) Recommendations on the reimbursement for medical services rendered by providers of services.

(2) Identification of unmet medical needs and maintenance needs which affect health.

(3) Recommendations for objectives of the program and for methods of program analysis and
evaluation, including utilization review.

(4) Recommendations for ways in which needed medical supplies and services can be made
available most effectively and economically to the program recipients.

(5) Advice on such administrative and fiscal matters as the director of the department of human
services may request.

b.  Council. The medical assistance advisory council shall:
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(1) Advise the professional groups and business entities represented and act as liaison between
them and the department.

(2) Report at least annually to the professional groups and business entities represented.

(3) Perform other functions as may be provided by state or federal law or regulation.

(4) Communicate information considered by the council to the professional groups and business
entities represented.

79.7(7) Responsibilities.

a. Recommendations of the council shall be advisory and not binding upon the department
of human services or the professional groups and business entities represented. The director of the
department of human services shall consider the recommendations offered by the council and the
executive committee in:

(1) The director’s preparation of medical assistance budget recommendations to the council on
human services, pursuant to lowa Code section 217.3, and

(2) Implementation of medical assistance program policies.

b.  The council may choose subjects for consideration and recommendation. It shall consider all
matters referred to it by the department of human services.

c.  Any matter referred by a member organization or body shall be considered upon an affirmative
vote of the council.

d.  The department shall provide the council with reports, data, and proposed and final amendments
to rules, laws, and guidelines, for its information, review, and comment.

e.  The department shall present the annual budget for the medical assistance program for review
and comment.

f- The department shall permit staff members to appear before the council to review and discuss
specific information and problems.

g The department shall maintain a current list of members on the council and executive

committee.
[ARC 8263B, IAB 11/4/09, effective 12/9/09]

441—79.8(249A) Requests for prior authorization. When the lowa Medicaid enterprise has not
reached a decision on a request for prior authorization after 60 days from the date of receipt, the request
will be approved.

79.8(1) Making the request.

a. Providers may submit requests for prior authorization for any items or procedures by mail or
by facsimile transmission (fax) using Form 470-0829, Request for Prior Authorization, or electronically
using the Accredited Standards Committee (ASC) X12N 278 transaction, Health Care Services Request
for Review and Response. Requests for prior authorization for drugs may also be made by telephone.

b.  Providers shall send requests for prior authorization to the lowa Medicaid enterprise. The
request should address the relevant criteria applicable to the particular service, medication or equipment
for which prior authorization is sought, according to rule 441—78.28(249A). Copies of history and
examination results may be attached to rather than incorporated in the letter.

c. Ifarequest for prior authorization submitted electronically requires attachments or supporting
clinical documentation and a national electronic attachment has not been adopted, the provider shall:

(1) Use Form 470-3970, Prior Authorization Attachment Control, as the cover sheet for the paper
attachments or supporting clinical documentation; and

(2) Reference on Form 470-3970 the attachment control number submitted on the ASC X12N 278
electronic transaction.

79.8(2) The policy applies to services or items specifically designated as requiring prior
authorization.

79.8(3) The provider shall receive a notice of approval or denial for all requests.

a. In the case of prescription drugs, notices of approval or denial will be faxed to the prescriber
and pharmacy.
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b.  Decisions regarding approval or denial will be made within 24 hours from the receipt of the
prior authorization request. In cases where the request is received during nonworking hours, the time
limit will be construed to start with the first hour of the normal working day following the receipt of the
request.

79.8(4) Prior authorizations approved because a decision is not timely made shall not be considered
a precedent for future similar requests.

79.8(5) Approved prior authorization applies to covered services and does not apply to the recipient’s
eligibility for medical assistance.

79.8(6) If a provider is unsure if an item or service is covered because it is rare or unusual, the
provider may submit a request for prior approval in the same manner as other requests for prior approval
in 79.8(1).

79.8(7) Requests for prior approval of services shall be reviewed according to rule 441—79.9(249A)
and the conditions for payment as established by rule in 441—Chapter 78. Where ambiguity exists as to
whether a particular item or service is covered, requests for prior approval shall be reviewed according
to the following criteria in order of priority:

a. The conditions for payment outlined in the provider manual with reference to coverage and
duration.

b.  The determination made by the Medicare program unless specifically stated differently in state
law or rule.

¢.  The recommendation to the department from the appropriate advisory committee.

d.  Whether there are other less expensive procedures which are covered and which would be as
effective.

e.  The advice of an appropriate professional consultant.

79.8(8) The amount, duration and scope of the Medicaid program is outlined in 441—Chapters 78,
79, 81, 82 and 85. Additional clarification of the policies is available in the provider manual distributed
and updated to all participating providers.

79.8(9) The lowa Medicaid enterprise shall issue a notice of decision to the recipient upon a denial
of request for prior approval pursuant to 441—Chapter 7. The lowa Medicaid enterprise shall mail the
notice of decision to the recipient within five working days of the date the prior approval form is returned
to the provider.

79.8(10) If a request for prior approval is denied by the lowa Medicaid enterprise, the request may be
resubmitted for reconsideration with additional information justifying the request. The aggrieved party
may file an appeal in accordance with 441—Chapter 7.

This rule is intended to implement lowa Code section 249A.4.

441—79.9(249A) General provisions for Medicaid coverage applicable to all Medicaid providers
and services.

79.9(1) Medicare definitions and policies shall apply to services provided unless specifically defined
differently.

79.9(2) The services covered by Medicaid shall:

a. Be consistent with the diagnosis and treatment of the patient’s condition.

b.  Be in accordance with standards of good medical practice.

c¢.  Berequired to meet the medical need of the patient and be for reasons other than the convenience
of the patient or the patient’s practitioner or caregiver.

d.  Bethe least costly type of service which would reasonably meet the medical need of the patient.

e. Be eligible for federal financial participation unless specifically covered by state law or rule.

£ Be within the scope of the licensure of the provider.

g Be provided with the full knowledge and consent of the recipient or someone acting in the
recipient’s behalf unless otherwise required by law or court order or in emergency situations.

h.  Be supplied by a provider who is eligible to participate in the Medicaid program. The provider
must use the billing procedures and documentation requirements described in 441—Chapters 78 and 80.
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79.9(3) Providers shall supply all the same services to Medicaid eligibles served by the provider as
are offered to other clients of the provider.

79.9(4) Recipients must be informed before the service is provided that the recipient will be
responsible for the bill if a noncovered service is provided.

79.9(5) Coverage in public institutions. Medical services provided to a person while the person is
an inmate of a public jail, prison, juvenile detention center, or other public penal institution of more than
four beds are not covered by Medicaid.

This rule is intended to implement lowa Code section 249A 4.

441—79.10(249A) Requests for preadmission review. The inpatient hospitalization of Medicaid
recipients is subject to preadmission review by the lowa Medicaid enterprise (IME) medical services
unit as required in rule 441—78.3(249A).

79.10(1) The patient’s admitting physician, the physician’s designee, or the hospital will contact the
IME medical services unit to request approval of Medicaid coverage for the hospitalization, according
to instructions issued to providers by the IME medical services unit and instructions in the Medicaid
provider manual.

79.10(2) Medicaid payment will not be made to the hospital if the IME medical services unit denies
the procedure requested in the preadmission review.

79.10(3) The IME medical services unit shall issue a letter of denial to the patient, the physician,
and the hospital when a request is denied. The patient, the physician, or the hospital may request a
reconsideration of the decision by filing a written request with the IME medical services unit within 60
days of the date of the denial letter.

79.10(4) The aggrieved party may appeal a denial of a request for reconsideration by the IME
medical services unit according to 441—Chapter 7.

79.10(5) The requirement to obtain preadmission review is waived when the patient is enrolled in
the managed health care option known as patient management and proper authorization for the admission
has been obtained from the patient manager as described in 441—Chapter 88.

This rule is intended to implement lowa Code section 249A.4.

441—79.11(249A) Requests for preprocedure surgical review. The lowa Medicaid enterprise
(IME) medical services unit conducts a preprocedure review of certain frequently performed surgical
procedures to determine the necessity of the procedures and if Medicaid payment will be approved
according to requirements found in 441—subrules 78.1(19), 78.3(18), and 78.26(3).

79.11(1) The physician must request approval from the IME medical services unit when the
physician expects to perform a surgical procedure appearing on the department’s preprocedure surgical
review list published in the Medicaid provider manual. All requests for preprocedure surgical review
shall be made according to instructions issued to physicians, hospitals and ambulatory surgical centers
appearing in the Medicaid provider manual and instructions issued to providers by the IME medical
services unit.

79.11(2) The IME medical services unit shall issue the physician a validation number for each
request and shall advise whether payment for the procedure will be approved or denied.

79.11(3) Medicaid payment will not be made to the physician and other medical personnel or the
facility in which the procedure is performed, i.e., hospital or ambulatory surgical center, if the IME
medical services unit does not give approval.

79.11(4) The IME medical services unit shall issue a denial letter to the patient, the physician, and
the facility when the requested procedure is not approved. The patient, the physician, or the facility may
request a reconsideration of the decision by filing a written request with the IME medical services unit
within 60 days of the date of the denial letter.

79.11(5) The aggrieved party may appeal a denial of a request for reconsideration by the IME
medical services unit in accordance with 441—Chapter 7.
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79.11(6) The requirement to obtain preprocedure surgical review is waived when the patient is
enrolled in the managed health care option known as patient management and proper authorization for
the procedure has been obtained from the patient manager as described in 441—Chapter 88.

This rule is intended to implement lowa Code section 249A .4.

441—79.12(249A) Advance directives. “Advance directive” means a written instruction, such as a
living will or durable power of attorney for health care, recognized under state law and related to the
provision of health care when the person is incapacitated. All hospitals, home health agencies, home
health providers of waiver services, hospice programs, and health maintenance organizations (HMOs)
participating in Medicaid shall establish policies and procedures with respect to all adults receiving
medical care through the provider or organization to comply with state law regarding advance directives
as follows:

79.12(1) A hospital at the time of a person’s admission as an inpatient, a home health care provider
in advance of a person’s coming under the care of the provider, a hospice provider at the time of initial
receipt of hospice care by a person, and a health maintenance organization at the time of enrollment
of the person with the organization shall provide written information to each adult which explains the
person’s rights under state law to make decisions concerning medical care, including the right to accept
or refuse medical or surgical treatment and the right to formulate advance directives, and the provider’s
policies regarding the implementation of these rights.

79.12(2) The provider or organization shall document in the person’s medical record whether or not
the person has executed an advance directive.

79.12(3) The provider or organization shall not condition the provision of care or otherwise
discriminate against a person based on whether or not the person has executed an advance directive.

79.12(4) The provider or organization shall ensure compliance with requirements of state law
regarding advance directives.

79.12(5) The provider or organization shall provide for education for staff and the community on
issues concerning advance directives.

Nothing in this rule shall be construed to prohibit the application of a state law which allows for an
objection on the basis of conscience for any provider or organization which as a matter of conscience
cannot implement an advance directive.

This rule is intended to implement lowa Code section 249A 4.

441—79.13(249A) Requirements for enrolled Medicaid providers supplying laboratory
services. Medicaid enrolled entities providing laboratory services are subject to the provisions of
the Clinical Laboratory Improvement Amendments of 1988 (CLIA), Public Law 100-578, and
implementing federal regulations published at 42 CFR Part 493 as amended to December 29, 2000.
Medicaid payment shall not be afforded for services provided by an enrolled Medicaid provider
supplying laboratory services that fails to meet these requirements. For the purposes of this rule,
laboratory services are defined as services to examine human specimens for the diagnosis, prevention
or treatment of any disease or impairment of, or assessment of, the health of human beings.
This rule is intended to implement lowa Code section 249A 4.

441—79.14(249A) Provider enrollment.

79.14(1) Application request. A provider of medical or remedial services that wishes to enroll as an
Iowa Medicaid provider shall begin the enrollment process by contacting the provider services unit at
the Towa Medicaid enterprise to request an application form.

a. A nursing facility shall also complete the process set forth in 441—subrule 81.13(1).

b.  Anintermediate care facility for persons with mental retardation shall also complete the process
set forth in 441—subrule 82.3(1).

79.14(2) Submittal of application. The provider shall submit the appropriate application forms to
the Iowa Medicaid enterprise provider services unit at P.O. Box 36450, Des Moines, lowa 50315.
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a. Providers of home- and community-based waiver services shall submit Form 470-2917,
Medicaid HCBS Provider Application, at least 90 days before the planned service implementation date.

b.  All other providers shall submit Form 470-0254, Iowa Medicaid Provider Enrollment
Application.

c.  The application shall include the provider’s national provider identifier number or shall indicate
that the provider is an atypical provider that is not issued a national provider identifier number.

d.  With the application form, an assertive community treatment program shall submit Form
470-4842, Assertive Community Services (ACT) Provider Agreement Addendum, and agree to file
with the department an annual report containing information to be used for rate setting, including:

(1) Data by practitioner on the utilization by Medicaid members of all the services included in
assertive community treatment, and

(2) Cost information by practitioner type and by type of service actually delivered as part of
assertive community treatment.

79.14(3) Notification. Providers shall be notified of the decision on their application by the lowa
Medicaid enterprise provider services unit within 30 calendar days.

79.14(4) Providers not approved as the type of Medicaid provider requested shall have the right to
appeal under 441—Chapter 7.

79.14(5) Effective date of approval. Applications shall be approved retroactive to the date requested
by the provider or the date the provider meets the applicable participation criteria, whichever is later, not
to exceed 12 months retroactive from the receipt of the application forms by the lowa Medicaid enterprise
provider services unit.

79.14(6) Providers approved for certification as a Medicaid provider shall complete a provider
participation agreement as required by rule 441—79.6(249A).

79.14(7) No payment shall be made to a provider for care or services provided prior to the effective
date of the department’s approval of an application, unless the provider was enrolled and participating
in the lowa Medicaid program as of April 1, 1993.

79.14(8) Payment rates dependent on the nature of the provider or the nature of the care or services
provided shall be based on information on the application form, together with information on claim
forms, or on rates paid the provider prior to April 1, 1993.

79.14(9) Amendments to application forms shall be submitted to the Iowa Medicaid enterprise
provider services unit and shall be approved or denied within 30 calendar days. Approval of an
amendment shall be retroactive to the date requested by the provider or the date the provider meets all
applicable criteria, whichever is later, not to exceed 30 days prior to the receipt of the amendment by
the lowa Medicaid enterprise provider services unit. Denial of an amendment may be appealed under
441—Chapter 7.

79.14(10) Providers who have not submitted claims in the last 24 months will be sent a notice asking
if they wish to continue participation. Providers failing to reply to the notice within 30 calendar days
of the date on the notice will be terminated as providers. Providers who do not submit any claims in 48
months will be terminated as providers without further notification.

79.14(11) Report of changes. The provider shall inform the lowa Medicaid enterprise of all pertinent
changes to enrollment information within 60 days of the change. Pertinent changes include, but are not
limited to, changes to the business entity name, individual provider name, tax identification number,
mailing address, and telephone number.

a.  When a provider fails to provide current information within the 60-day period, the department
may terminate the provider’s Medicaid enrollment upon 30 days’ notice. The termination may be
appealed under 441—Chapter 7.

b.  When the department incurs an informational tax-reporting fine because a provider submitted
inaccurate information or failed to submit changes to the lowa Medicaid enterprise in a timely manner,
the fine shall be the responsibility of the individual provider to the extent that the fine relates to or arises
out of the provider’s failure to keep all provider information current.

(1) The provider shall remit the amount of the fine to the department within 30 days of notification
by the department that the fine has been imposed.
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(2) Payment of the fine may be appealed under 441—Chapter 7.

This rule is intended to implement lowa Code section 249A.4.
[ARC 9440B, IAB 4/6/11, effective 4/1/11]

441—79.15(249A) Education about false claims recovery. The provisions in this rule apply to any
entity that has received medical assistance payments totaling at least $5 million during a federal fiscal
year (ending on September 30). For entities whose payments reach this threshold, compliance with this
rule is a condition of receiving payments under the medical assistance program during the following
calendar year.

79.15(1) Policy requirements. Any entity whose medical assistance payments meet the threshold
shall:

a.  Establish written policies for all employees of the entity and for all employees of any contractor
or agent of the entity, including management, which provide detailed information about:

(1) The False Claims Act established under Title 31, United States Code, Sections 3729 through
3733;

(2) Administrative remedies for false claims and statements established under Title 31, United
States Code, Chapter 38;

(3) Any state laws pertaining to civil or criminal penalties for false claims and statements;

(4) Whistle blower protections under the laws described in subparagraphs (1) to (3) with respect to
the role of these laws in preventing and detecting fraud, waste, and abuse in federal health care programs,
as defined in Title 42, United States Code, Section 1320a-7b(f); and

(5) The entity’s policies and procedures for detecting and preventing fraud, waste, and abuse.

b.  Include in any employee handbook a specific discussion of:

(1) The laws described in paragraph 79.15(1) “a”;

(2) The rights of employees to be protected as whistle blowers; and

(3) The entity’s policies and procedures for detecting and preventing fraud, waste, and abuse.

79.15(2) Reporting requirements.

a. Any entity whose medical assistance payments meet the specified threshold during a federal
fiscal year shall provide the following information to the lowa Medicaid enterprise by the following
December 31:

(1) Thename, address, and national provider identification numbers under which the entity receives
payment;

(2) Copies of written or electronic policies that meet the requirements of subrule 79.15(1); and

(3) A written description of how the policies are made available and disseminated to all employees
of the entity and to all employees of any contractor or agent of the entity.

b.  The information may be provided by:

(1) Mailing the information to the IME Program Integrity Unit, P.O. Box 36390, Des Moines, lowa
50315; or

(2) Faxing the information to (515)725-1354.

79.15(3) Enforcement. Any entity that fails to comply with the requirements of this rule shall be
subject to sanction under rule 441—79.2(249A), including probation, suspension or withholding of
payments, and suspension or termination from participation in the medical assistance program.

This rule is intended to implement Iowa Code section 249A.4 and Public Law 109-171, Section

6032.
[ARC 9440B, IAB 4/6/11, effective 4/1/11]

441—79.16(249A) Electronic health record incentive program. The department has elected to
participate in the electronic health record (EHR) incentive program authorized under Section 4201 of
the American Recovery and Reinvestment Act of 2009 (ARRA), Public Law No. 111-5. The electronic
health record incentive program provides incentive payments to eligible hospitals and professionals
participating in the lowa Medicaid program that adopt and successfully demonstrate meaningful use of
certified electronic health record technology.
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79.16(1) State elections. In addition to the statutory provisions in ARRA Section 4201, the electronic
health record incentive program is governed by federal regulations at 42 CFR Part 495 as published in the
Federal Register, Vol. 75, No. 144, on July 28, 2010. In compliance with the requirements of federal law,
the department establishes the following state options under the lowa electronic health record incentive
program:

a. For purposes of the term “hospital-based eligible professional (EP)” as set forth in 42 CFR
Section 495.4 as amended to July 28, 2010, the department elects the calendar year preceding the
payment year as the period used to calculate whether or not an eligible professional is “hospital-based”
for purposes of the regulation.

b.  For purposes of calculating patient volume as required by 42 CFR Section 495.306 as amended
to July 28, 2010, eligible providers may elect to use either:

(1) The methodology found in 42 CFR Section 495.306(c) as amended to July 28, 2010, or

(2) The methodology found in 42 CFR Section 495.306(d) as amended to July 28, 2010.

c¢.  For purposes of 42 CFR Section 495.310(g)(1)(1)(B) as amended to July 28, 2010, the
“12-month period selected by the state” shall mean the hospital fiscal year.

d.  For purposes of 42 CFR Section 495.310(g)(2)(i) as amended to July 28, 2010, the “12-month
period selected by the state” shall mean the hospital fiscal year.

79.16(2) Eligible providers. To be deemed an “eligible provider” for the electronic health record
incentive program, a provider must satisfy the applicable criterion in each paragraph of this subrule:

a.  The provider must be currently enrolled as an lowa Medicaid provider.

b.  The provider must be one of the following:

(1) An eligible professional, listed as:

1. A physician,

A dentist,
A certified nurse midwife,
A nurse practitioner, or

5. A physician assistant practicing in a federally qualified health center or a rural health clinic
when the physician assistant is the primary provider, clinical or medical director, or owner of the site.

(2) An acute care hospital, defined as a health care facility where the average length of stay is 25
days or fewer, which has a CMS certification number with the last four digits in the series 0001-0879 or
1300-1399.-

(3) A children’s hospital, defined as a separately certified children’s hospital, either freestanding
or a hospital-within-hospital, that predominately treats individuals under 21 years of age and has a CMS
certification number with the last four digits in the series 3300-3399.

c.  For the year for which the provider is applying for an incentive payment:

(1) An acute care hospital must have 10 percent Medicaid patient volume.

(2) An eligible professional must have at least 30 percent of the professional’s patient volume
covered by Medicaid, except that:

1. A pediatrician must have at least 20 percent Medicaid patient volume. For purposes of this
subrule, a “pediatrician” is a physician who is board-certified in pediatrics by the American Board of
Pediatrics or the American Osteopathic Board of Pediatrics or who is eligible for board certification.

2. When a professional has at least 50 percent of patient encounters in a federally qualified health
center or rural health clinic, patients who were furnished services either at no cost or at a reduced cost
based on a sliding scale or ability to pay, patients covered by the HAWK-I program, and Medicaid
members may be counted to meet the 30 percent threshold.

79.16(3) Application and agreement. Any eligible provider who wants to participate in the lowa
electronic health record incentive program must declare the intent to participate by registering with the
National Level Repository, as developed by the Centers for Medicare and Medicaid Services (CMS).
CMS will notify the department of an eligible provider’s application for the incentive payment.

a.  Upon receipt of an application for participation in the program, the department will contact
the applicant with instructions for accessing the EHR incentive payment program section of the lowa

e



Ch 79, p.74 Human Services[441] IAC 5/16/12

Medicaid portal access (IMPA) Web site at https://secureapp.dhs.state.ia.us/impa/. The applicant shall
use the Web site to:

(1) Attest to the applicant’s qualifications to receive the incentive payment, and

(2) Digitally sign Form 470-4976, lowa Electronic Health Record Incentive Program Provider
Agreement.

b.  For the second year of participation, the eligible provider must submit meaningful use and
clinical quality measures to the department, either through attestation or electronically as required by the
department.

c.  The department shall verify the applicant’s eligibility, including patient volume and practice
type, and the applicant’s use of certified electronic health record technology.

79.16(4) Payment. The department shall issue the incentive payment only after confirming that all
eligibility and performance criteria have been satisfied. Payments will be processed and paid to the tax
identification number designated by the applicant. The department will communicate the payment or
denial of payment to the National Level Repository.

a.  The primary communication channel from the department to the provider will be the IMPA Web
site. If the department finds that the applicant is ineligible or has failed to achieve the criteria necessary
for the payment, the department shall notify the provider through the Web site. Providers shall access
the Web site to determine the status of their payment, including whether the department denied payment
and the reason for the denial.

b.  Providers must retain records supporting their eligibility for the incentive payment for a
minimum of six years. The department will select providers for audit after issuance of an incentive
payment. Incentive recipients shall cooperate with the department by providing proof of:

(1) Eligibility,

(2) Purchase of certified electronic health record technology, and

(3) Meaningful use of electronic health record technology.

79.16(5) Administrative appeal. Any eligible provider or any provider that claims to be an eligible
provider and who has been subject to an adverse action related to the Iowa electronic health record
incentive program may seek review of the department’s action pursuant to 441—Chapter 7. Appealable
issues include:

a. Provider eligibility determination.

b.  Incentive payments.

c¢.  Demonstration of adopting, implementing, upgrading and meaningful use of technology.

This rule is intended to implement lowa Code section 249A.4 and Public Law No. 111-5.
[ARC 9254B, 1AB 12/1/10, effective 1/1/11; ARC 9531B, IAB 6/1/11, effective 5/12/11]

[Filed March 11, 1970]

[Filed 6/25/76, Notice 5/17/76—published 7/12/76, effective 8/16/76]
[Filed 3/25/77, Notice 12/1/76—published 4/20/77, effective 5/25/77]
[Filed 6/10/77, Notice 5/4/77—published 6/29/77, effective 8/3/77]
[Filed 10/24/77, Notice 9/7/77—published 11/16/77, effective 12/21/77]
[Filed 12/6/77, Notice 10/19/77—published 12/28/77, effective 2/1/78]
[Filed 1/16/78, Notice 11/30/77—published 2/8/78, effective 4/1/78]
[Filed 8/9/78, Notice 6/28/78—published 9/6/78, effective 10/11/78]
[Filed 10/10/78, Notice 7/26/78—published 11/1/78, effective 12/6/78]
[Filed 3/30/79, Notice 2/21/79—published 4/18/79, effective 5/23/79]
[Filed 9/6/79, Notice 7/11/79—published 10/3/79, effective 11/7/79]
[Filed 12/5/79, Notice 10/3/79—published 12/26/79, effective 1/30/80]
[Filed emergency 6/30/80—published 7/23/80, effective 7/1/80]
[Filed 11/21/80, Notice 9/3/80—published 12/10/80, effective 1/14/81]
[Filed 3/24/81, Notice 2/4/81—published 4/15/81, effective 6/1/81]
[Filed emergency 4/23/81—published 5/13/81, effective 4/23/81]
[Filed 8/24/81, Notice 3/4/81—published 9/16/81, effective 11/1/81]
[Filed 1/28/82, Notice 11/11/81—published 2/17/82, effective 4/1/82]
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[Filed emergency 3/26/82—published 4/14/82, effective 4/1/82]
[Filed emergency 5/21/82—published 6/9/82, effective 7/1/82]
[Filed 7/30/82, Notice 6/9/82—published 8/18/82, effective 10/1/82]
[Filed emergency 8/20/82 after Notice of 6/23/82—published 9/15/82, effective 10/1/82]
[Filed 11/19/82, Notice 9/29/82—published 12/8/82, effective 2/1/83]
[Filed 2/25/83, Notice 1/5/83—published 3/16/83, effective 5/1/83]
[Filed 5/20/83, Notice 3/30/83—published 6/8/83, effective 8/1/83]
[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83]
[Filed emergency 10/7/83—published 10/26/83, effective 11/1/83]
[Filed without Notice 10/7/83—published 10/26/83, effective 12/1/83]
[Filed emergency 10/28/83—published 11/23/83, effective 12/1/83]
[Filed emergency 11/18/83—published 12/7/83, effective 12/1/83]
[Filed 11/18/83, Notice 10/12/83—published 12/7/83, effective 2/1/84]
[Filed 1/13/84, Notice 11/23/84—published 2/1/84, effective 3/7/84]
[Filed 2/10/84, Notice 12/7/83—published 2/29/84, effective 5/1/84]
[Filed emergency 6/15/84—published 7/4/84, effective 7/1/84]
[Filed 6/15/84, Notice 5/9/84—published 7/4/84, effective 9/1/84]
[Filed emergency after Notice 11/1/84, Notice 7/18/84—published 11/21/84, effective 11/1/84]
[Filed 4/29/85, Notice 2/27/85—published 5/22/85, effective 7/1/85]
[Filed emergency 6/14/85—published 7/3/85, effective 7/1/85]
[Filed 8/23/85, Notice 7/3/85—published 9/11/85, effective 11/1/85]
[Filed emergency 10/1/85—published 10/23/85, effective 11/1/85]
[Filed without Notice 10/1/85—published 10/23/85, effective 12/1/85]
[Filed emergency 12/2/85—published 12/18/85, effective 1/1/86]
[Filed 12/2/85, Notice 10/9/85—published 12/18/85, effective 2/1/86]
[Filed 12/2/85, Notice 10/23/85—published 12/18/85, effective 2/1/86]
[Filed 1/22/86, Notice 12/4/85—published 2/12/86, effective 4/1/86]
[Filed 2/21/86, Notices 12/18/85, 1/15/86—published 3/12/86, effective 5/1/86]
[Filed emergency 6/26/86—published 7/16/86, effective 7/1/86]
[Filed 10/17/86, Notice 8/27/86—published 11/5/86, effective 1/1/87]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]
[Filed 3/3/87, Notice 12/31/86—published 3/25/87, effective 5/1/87]
[Filed 4/29/87, Notice 3/11/87—published 5/20/87, effective 7/1/87]
[Filed emergency 6/19/87—published 7/15/87, eftective 7/1/87]
[Filed 7/24/87, Notice 5/20/87—published 8/12/87, effective 10/1/87]
[Filed emergency 8/28/87—published 9/23/87, effective 9/1/87]
[Filed 10/23/87, Notice 7/15/87—published 11/18/87, effective 1/1/88
[Filed 10/23/87, Notice 8/26/87—published 11/18/87, effective 1/1/88
[Filed without Notice 11/25/87—published 12/16/87, effective 2/1/88
[Filed 11/30/87, Notice 10/7/87—published 12/16/87, eftective 2/1/88
[Filed 12/10/87, Notice 10/21/87—published 12/30/87, effective 3/1/88 ]
[Filed 1/21/88, Notice 12/16/87—published 2/10/88, effective 4/1/88]
[Filed emergency 4/28/88 after Notice 3/23/88—published 5/18/88, effective 6/1/88]
[Filed emergency 6/9/88—published 6/29/88, effective 7/1/88]°
[Filed 9/2/88, Notice 6/29/88—published 9/21/88, effective 11/1/88]
[Filed emergency 10/28/88—published 11/16/88, effective 11/1/88]
[Filed emergency 11/23/88 after Notices 7/13/88, 9/21/88—published 12/14/88, effective 12/1/88,
1/1/89]
[Filed emergency 12/22/88 after Notice of 11/16/88—published 1/11/89, effective 1/1/89]
[Filed 12/22/88, Notices 11/16/88°—published 1/11/89, effective 3/1/89]
[Filed emergency 6/9/89—published 6/28/89, effective 7/1/89]
[Filed 7/14/89, Notice 4/19/89—published 8/9/89, effective 10/1/89]

—_
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[Filed 8/17/89, Notice 6/28/89—published 9/6/89, effective 11/1/89]
[Filed 9/15/89, Notice 8/9/89—published 10/4/89, effective 12/1/89]
[Filed emergency 1/10/90 after Notice of 10/4/89—published 1/10/90, effective 1/1/90]

[Filed 1/17/90, Notice 8/23/90—published 2/7/90, effective 4/1/90°]

[Filed emergency 2/14/90—published 3/7/90, effective 4/1/90]
[Filed 4/13/90, Notices 2/21/90, 3/7/90—published 5/2/90, effective 7/1/90]

[Filed 4/13/90, Notice 11/29/89—published 5/2/90, effective 8/1/90]
[Filed emergency 5/11/90—published 5/30/90, effective 6/1/90]

[Filed 5/11/90, Notice 4/4/90—published 5/30/90, effective 8/1/90]

[Filed emergency 6/14/90 after Notice 5/2/90—published 7/11/90, effective 7/1/90]

[Filed emergency 6/20/90—published 7/11/90, effective 7/1/90]

[Filed 7/13/90, Notice 5/30/90—published 8/8/90, effective 10/1/90]

[Filed 8/16/90, Notices 7/11/90°—published 9/5/90, effective 11/1/90]
[Filed 10/12/90, Notice 8/8/90—published 10/31/90, effective 2/1/91]
[Filed emergency 1/17/91 after Notice 11/28/90—published 2/6/91, effective 2/1/91]
[Filed emergency 1/17/91—published 2/6/91, effective 2/1/91]
[Filed 1/17/91, Notices 11/14/90, 11/28/90—published 2/6/91, effective 4/1/91]
[Filed emergency 2/22/91—published 3/20/91, effective 3/1/91]
[Filed 3/14/91, Notice 2/6/91—published 4/3/91, effective 6/1/91]

[Filed 5/17/91, Notice 4/3/91—published 6/12/91, effective 8/1/91]

[Filed emergency 6/14/91—published 7/10/91, effective 7/1/91]
[Filed 6/14/91, Notices 3/20/91, 5/1/91—published 7/10/91, effective 9/1/91°]

[Filed 7/10/91, Notice 5/29/91—published 8/7/91, effective 10/1/91]

[Filed emergency 9/18/91 after Notice 7/24/91—published 10/16/91, effective 10/1/91]
[Filed 9/18/91, Notices 7/10/91, 7/24/91—published 10/16/91, eftective 12/1/91]
[Filed 12/11/91, Notice 10/16/91—published 1/8/92, effective 3/1/92]

[Filed 12/11/91, Notice 10/30/91—published 1/8/92, effective 3/1/92]

[Filed emergency 1/16/92 after Notice 11/27/91—published 2/5/92, effective 3/1/92°]
[Filed 2/13/92, Notice 1/8/92—published 3/4/92, effective 4/8/92]

[Filed emergency 4/15/92—published 5/13/92, effective 4/16/92]

[Filed emergency 5/13/92 after Notice 4/1/92—published 6/10/92, effective 5/14/92]
[Filed emergency 6/12/92—published 7/8/92, effective 7/1/92]

[Filed 6/11/92, Notices 3/18/92, 4/29/92—published 7/8/92, effective 9/1/92]
[Filed without Notice 6/11/92—published 7/8/92, effective 9/1/92]

[Filed 8/14/92, Notice 7/8/92—published 9/2/92, effective 11/1/92]

[Filed emergency 9/11/92—published 9/30/92, effective 10/1/92]

[Filed 9/11/92, Notice 7/8/92—published 9/30/92, effective 12/1/92]

[Filed 10/15/92, Notice 8/19/92—published 11/11/92, effective 1/1/93]

[Filed 11/10/92, Notice 9/30/92—published 12/9/92, effective 2/1/93]

[Filed emergency 12/30/92 after Notice 11/25/92—published 1/20/93, effective 1/1/93]
[Filed 1/14/93, Notice 11/11/92—published 2/3/93, effective 4/1/93]

[Filed 3/11/93, Notice 1/20/93—published 3/31/93, effective 6/1/93]

[Filed 4/15/93, Notice 3/3/93—published 5/12/93, effective 7/1/93]

[Filed emergency 5/14/93 after Notice 3/31/93—published 6/9/93, effective 6/1/93]
[Filed 5/14/93, Notice 3/31/93—published 6/9/93, effective 8/1/93]

[Filed emergency 6/11/93—published 7/7/93, effective 7/1/93]

[Filed 6/11/93, Notice 4/28/93—published 7/7/93, effective 9/1/93]

[Filed emergency 6/25/93—published 7/21/93, effective 7/1/93]

[Filed emergency 7/13/93 after Notice 5/12/93—published 8/4/93, effective 8/1/93]
[Filed without Notice 8/12/93—published 9/1/93, effective 11/1/93]

[Filed 8/12/93, Notices 4/28/93, 7/7/93—published 9/1/93, effective 11/1/93]
[Filed 9/17/93, Notice 7/21/93—published 10/13/93, effective 12/1/93]
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[Filed 10/14/93, Notice 8/18/93—published 11/10/93, effective 1/1/94]
[Filed 11/12/93, Notice 9/29/93—published 12/8/93, effective 2/1/94]
[Filed 12/16/93, Notice 9/1/93—published 1/5/94, effective 3/1/94]
[Filed 1/12/94, Notice 11/10/93—published 2/2/94, effective 4/1/94]
[Filed 3/10/94, Notices 1/19/94, 2/2/94—published 3/30/94, eftective 6/1/94]0
[Filed emergency 6/16/94—published 7/6/94, effective 7/1/94]

[Filed 9/15/94, Notice 7/6/94—published 10/12/94, effective 12/1/94]
[Filed 11/9/94, Notice 9/14/94—published 12/7/94, effective 2/1/95]
[Filed 12/15/94, Notices 10/12/94, 11/9/94—published 1/4/95, effective 3/1/95]
[Filed 3/20/95, Notice 2/1/95—published 4/12/95, effective 6/1/95]
[Filed 5/11/95, Notice 3/29/95—published 6/7/95, effective 8/1/95]
[Filed emergency 6/7/95—published 7/5/95, effective 7/1/95]

[Filed 8/10/95, Notice 7/5/95—published 8/30/95, effective 11/1/95]
[Filed 11/16/95, Notices 8/2/95, 9/27/95—published 12/6/95, effective 2/1/96]¢
[Filed 5/15/96, Notice 2/14/96—published 6/5/96, effective 8/1/96]
[Filed emergency 6/13/96—published 7/3/96, effective 7/1/96]

[Filed 7/10/96, Notice 6/5/96—published 7/31/96, effective 10/1/96]
[Filed 8/15/96, Notice 7/3/96—published 9/11/96, effective 11/1/96]
[Filed 9/17/96, Notice 7/31/96—published 10/9/96, effective 12/1/96]
[Filed 11/13/96, Notice 9/11/96—published 12/4/96, effective 2/1/97]
[Filed 2/12/97, Notice 12/18/96—published 3/12/97, effective 5/1/97]
[Filed 3/12/97, Notices 1/1/97, 1/29/97—published 4/9/97, effective 6/1/97]
[Filed 4/11/97, Notice 2/12/97—published 5/7/97, effective 7/1/97]
[Filed emergency 5/14/97 after Notice 3/12/97—published 6/4/97, eftective 7/1/97]
[Filed emergency 6/12/97—published 7/2/97, effective 7/1/97]

[Filed 6/12/97, Notice 4/23/97—published 7/2/97, effective 9/1/97]
[Filed 9/16/97, Notice 7/2/97—published 10/8/97, effective 12/1/97]
[Filed emergency 11/12/97—published 12/3/97, effective 11/12/97]
[Filed 11/12/97, Notice 9/10/97—published 12/3/97, effective 2/1/98]
[Filed 1/14/98, Notices 11/19/97, 12/3/97—published 2/11/98, effective 4/1/98]
[Filed 3/11/98, Notice 1/14/98—published 4/8/98, effective 6/1/98]
[Filed 4/8/98, Notice 2/11/98—published 5/6/98, effective 7/1/98]
[Filed emergency 6/10/98—published 7/1/98, effective 7/1/98]

[Filed 8/12/98, Notice 7/1/98—published 9/9/98, effective 11/1/98]
[Filed 9/15/98, Notice 7/15/98—published 10/7/98, effective 12/1/98]
[Filed 11/10/98, Notice 9/23/98—published 12/2/98, effective 2/1/99]
[Filed 1/13/99, Notice 11/4/98—published 2/10/99, effective 4/1/99]
[Filed 2/10/99, Notice 12/16/98—published 3/10/99, effective 5/1/99]
[Filed 4/15/99, Notice 2/10/99—published 5/5/99, effective 7/1/99]
[Filed emergency 6/10/99—published 6/30/99, effective 7/1/99]

[Filed 6/10/99, Notice 5/5/99—published 6/30/99, effective 9/1/99]
[Filed 7/15/99, Notice 5/19/99—published 8/11/99, effective 10/1/99]
[Filed 8/12/99, Notice 6/30/99—published 9/8/99, effective 11/1/99]
[Filed 11/10/99, Notice 9/22/99—published 12/1/99, effective 2/1/00]
[Filed 4/12/00, Notice 2/9/00—published 5/3/00, effective 7/1/00]
[Filed emergency 6/8/00—published 6/28/00, effective 7/1/00]

[Filed 6/8/00, Notice 4/19/00—published 6/28/00, effective 8/2/00]
[Filed 8/9/00, Notice 6/14/00—published 9/6/00, effective 11/1/00]
[Filed emergency 9/12/00 after Notice 7/26/00—published 10/4/00, effective 10/1/00]
[Filed 9/12/00, Notice 6/14/00—published 10/4/00, effective 12/1/00]
[Filed 10/11/00, Notice 8/23/00—published 11/1/00, effective 1/1/01]
[Filed 11/8/00, Notice 9/20/00—published 11/29/00, effective 2/1/01]
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[Filed emergency 12/14/00 after Notice 9/20/00—published 1/10/01, effective 1/1/01]
[Filed 12/14/00, Notice 11/1/00—published 1/10/01, effective 3/1/01]
[Filed 2/14/01, Notice 12/13/00—published 3/7/01, effective 5/1/01]

[Filed 5/9/01, Notice 4/4/01—published 5/30/01, effective 8/1/01]
[Filed emergency 6/13/01 after Notice 4/18/01—published 7/11/01, effective 7/1/01]
[Filed emergency 6/13/01—published 7/11/01, effective 7/1/01]0
[Filed 6/13/01, Notice 4/18/01—published 7/11/01, effective 9/1/01]
[Filed 7/11/01, Notice 5/16/01—published 8/8/01, effective 10/1/01]
[Filed 9/11/01, Notice 7/11/01—published 10/3/01, effective 12/1/01]

[Filed 10/10/01, Notice 8/22/01—published 10/31/01, effective 1/1/02]°
[Filed 11/14/01, Notice 10/3/01—published 12/12/01, effective 2/1/02]
[Filed emergency 1/9/02 after Notice 11/14/01—published 2/6/02, effective 2/1/02]
[Filed emergency 1/16/02—published 2/6/02, effective 2/1/02°]

[Filed 3/13/02, Notice 1/23/02—published 4/3/02, effective 6/1/02]

[Filed emergency 4/12/02—published 5/1/02, effective 4/12/02]

[Filed 4/10/02, Notice 1/9/02—published 5/1/02, effective 7/1/02]

[Filed 4/10/02, Notice 2/6/02—published 5/1/02, effective 7/1/02]

[Filed 7/15/02, Notice 5/1/02—published 8/7/02, effective 10/ 1/026]

[Filed 7/15/02, Notice 5/29/02—published 8/7/02, effective 10/1/02]

[Filed 8/15/02, Notice 6/12/02—published 9/4/02, effective 11/1/02]

[Filed 8/15/02, Notice 6/26/02—published 9/4/02, effective 11/1/02]

[Filed emergency 9/12/02—published 10/2/02, effective 9/12/02]

[Filed emergency 11/18/02—published 12/11/02, effective 12/1/02]

[Filed 11/18/02, Notice 10/2/02—published 12/11/02, effective 2/1/03]
[Filed emergency 12/12/02 after Notice 10/16/02—published 1/8/03, effective 1/1/03]
[Filed 2/13/03, Notice 12/11/02—published 3/5/03, effective 5/1/03]

[Filed 5/16/03, Notice 4/2/03—published 6/11/03, effective 7/ 16/03]8
[Filed emergency 6/12/03—published 7/9/03, effective 7/1/03]¢
[Filed 9/22/03, Notice 7/9/03—published 10/15/03, effective 12/1/03]0
[Filed 10/10/03, Notice 8/20/03—published 10/29/03, effective 1/1/04]
[Filed 3/11/04, Notice 1/21/04—published 3/31/04, effective 6/1/04]

[Filed emergency 6/14/04 after Notice 4/28/04—published 7/7/04, effective 7/1/04]
[Filed emergency 6/14/04—published 7/7/04, effective 7/1/04]0
[Filed 8/12/04, Notice 6/23/04—published 9/1/04, effective 11/1/04]

[Filed 9/23/04, Notice 7/7/04—published 10/13/04, effective 11/17/04]0
[Filed emergency 4/15/05—published 5/11/05, effective 5/1/05]

[Filed without Notice 5/4/05—published 5/25/05, effective 7/1/05]

[Filed emergency 6/17/05—published 7/6/05, effective 6/25/05]

[Filed emergency 6/17/05—published 7/6/05, effective 7/1/05]¢
[Filed emergency 9/21/05—published 10/12/05, effective 10/1/05]

[Filed emergency 10/21/05 after Notice 7/6/05—published 11/9/05, effective 10/21/05]
[Filed 10/21/05, Notices 5/11/05 and 7/6/050—published 11/9/05, effective 12/14/05]
[Filed 10/21/05, Notice 7/6/05—published 11/9/05, effective 12/14/05]

[Filed 3/10/06, Notice 10/12/05—published 3/29/06, effective 5/3/06]

[Filed 4/17/06, Notice 2/15/06—published 5/10/06, effective 7/1/06]

[Filed emergency 6/16/06—published 7/5/06, effective 7/1/06]

[Filed 6/16/06, Notice 4/26/06—published 7/5/06, effective 9/1/06]

[Filed emergency 8/10/06 after Notice 3/15/06—published 8/30/06, effective 10/1/06]
[Filed 8/10/06, Notice 2/15/06—published 8/30/06, effective 11/1/06]

[Filed emergency 9/14/06—published 10/11/06, effective 10/1/06]

[Filed 9/19/06, Notice 7/5/06—published 10/11/06, effective 11/16/06]

[Filed emergency 10/12/06 after Notice 8/30/06—published 11/8/06, effective 11/1/06]
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[Filed emergency 12/13/06—published 1/3/07, effective 1/1/07]
[Filed 2/15/07, Notice 12/20/06—published 3/14/07, effective 5/1/07]

[Filed emergency 3/14/07 after Notice 1/3/07—published 4/11/07, effective 4/1/07]
[Filed 3/14/07, Notice 10/11/06—published 4/11/07, effective 5/16/07]
[Filed 7/12/07, Notice 5/23/07—published 8/1/07, effective 9/5/07]

[Filed emergency 8/9/07 after Notice 7/4/07—published 8/29/07, effective 8/10/07]
[Filed 8/9/07, Notice 7/4/07—published 8/29/07, effective 10/3/07]

[Filed 8/9/07, Notice 6/20/07—published 8/29/07, effective 11/1/07]

[Filed 9/12/07, Notice 7/4/07—published 10/10/07, effective 11/14/07]
[Filed emergency 10/10/07—published 11/7/07, effective 10/10/07]

[Filed 1/9/08, Notice 11/7/07—published 1/30/08, effective 3/5/08]

[Filed 1/9/08, Notice 11/7/07—published 1/30/08, effective 4/1/08]

[Filed emergency 5/14/08 after Notice 3/26/08—published 6/4/08, effective 6/1/08]
[Filed emergency 6/11/08 after Notice 3/12/08—published 7/2/08, effective 7/1/08]
[Filed emergency 6/12/08—published 7/2/08, effective 7/1/08]

[Filed 9/17/08, Notice 7/2/08—published 10/8/08, effective 11/12/08]

[Filed emergency 10/14/08 after Notice 7/16/08—published 11/5/08, effective 12/1/08]
[Filed 12/11/08, Notice 10/22/08—published 1/14/09, effective 3/1/09]

[Filed ARC 7835B (Notice ARC 7627B, IAB 3/11/09), IAB 6/3/09, eftective 7/8/09]
[Filed Emergency ARC 7937B, IAB 7/1/09, effective 7/1/09]

[Filed Emergency After Notice ARC 7957B (Notice ARC 7631B, IAB 3/11/09; Amended Notice ARC
7732B, IAB 4/22/09), IAB 7/15/09, effective 7/1/09]’

[Filed ARC 8205B (Notice ARC 7827B, IAB 6/3/09), IAB 10/7/09, effective 11/11/09]
[Filed ARC 8206B (Notice ARC 7938B, IAB 7/1/09), IAB 10/7/09, effective 11/11/09]
[Filed ARC 8262B (Notice ARC 8084B, IAB 8/26/09), IAB 11/4/09, effective 12/9/09]
[Filed ARC 8263B (Notice ARC 8059B, IAB 8/26/09), IAB 11/4/09, eftective 12/9/09]
[Filed Emergency ARC 8344B, IAB 12/2/09, effective 12/1/09]

[Filed Emergency ARC 8647B, 1AB 4/7/10, effective 3/11/10]

[Filed Emergency ARC 8649B, 1AB 4/7/10, effective 3/11/10]

[Filed Emergency After Notice ARC 8643B (Notice ARC 8345B, IAB 12/2/09), IAB 4/7/10, effective
3/11/10]

[Filed Emergency ARC 8894B, IAB 6/30/10, effective 7/1/10]

[Filed Emergency ARC 8899B, IAB 6/30/10, effective 7/1/10]

[Filed Emergency ARC 9046B, IAB 9/8/10, effective 8/12/10]

[Filed ARC 9127B (Notice ARC 8896B, IAB 6/30/10), IAB 10/6/10, effective 11/10/10]
[Filed Emergency ARC 9134B, IAB 10/6/10, effective 10/1/10]

[Filed Emergency ARC 9132B, IAB 10/6/10, effective 11/1/10]

[Filed ARC 9176B (Notice ARC 8900B, IAB 6/30/10), IAB 11/3/10, effective 12/8/10]
[Filed Emergency ARC 9254B, IAB 12/1/10, effective 1/1/11]

[Filed ARC 9316B (Notice ARC 9133B, IAB 10/6/10), IAB 12/29/10, effective 2/2/11]
[Filed ARC 9403B (Notice ARC 9170B, IAB 10/20/10), IAB 3/9/11, effective 5/1/11]
[Filed Emergency After Notice ARC 9440B (Notice ARC 9276B, IAB 12/15/10), IAB 4/6/11,
effective 4/1/11]

[Filed ARC 9487B (Notice ARC 9399B, IAB 2/23/11), IAB 5/4/11, effective 7/1/11]
[Filed Emergency After Notice ARC 9531B (Notice ARC 9431B, IAB 3/23/11), IAB 6/1/11, effective
5/12/11]

[Filed ARC 9588B (Notice ARC 9367B, IAB 2/9/11; Amended Notice ARC 9448B, IAB 4/6/11),
IAB 6/29/11, effective 9/1/11]

[Filed Emergency ARC 9706B, IAB 9/7/11, effective 8/17/11]

[Filed Emergency ARC 9708B, IAB 9/7/11, effective 8/17/11]

[Filed Emergency ARC 9710B, IAB 9/7/11, effective 8/17/11]

[Filed Emergency ARC 9704B, IAB 9/7/11, effective 9/1/11]
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[Filed Emergency ARC 9712B, IAB 9/7/11, effective 9/1/11]

[Filed Emergency ARC 9714B, IAB 9/7/11, effective 9/1/11]

[Filed Emergency ARC 9719B, IAB 9/7/11, effective 9/1/11]

[Filed Emergency ARC 9722B, IAB 9/7/11, effective 9/1/11]
[Filed ARC 9884B (Notice ARC 9705B, IAB 9/7/11), IAB 11/30/11, effective 1/4/12]
[Filed ARC 9886B (Notice ARC 9713B, IAB 9/7/11), IAB 11/30/11, effective 1/4/12]
[Filed ARC 9887B (Notice ARC 9715B, IAB 9/7/11), IAB 11/30/11, effective 1/4/12]
[Filed ARC 9958B (Notice ARC 9707B, IAB 9/7/11), IAB 1/11/12, effective 2/15/12]
[Filed ARC 9959B (Notice ARC 9721B, IAB 9/7/11), IAB 1/11/12, effective 2/15/12]
[Filed ARC 9960B (Notice ARC 9723B, IAB 9/7/11), IAB 1/11/12, effective 2/15/12]

[Filed Emergency ARC 9996B, 1AB 2/8/12, effective 1/19/12]
[Filed ARC 0028C (Notice ARC 9711B, IAB 9/7/11), IAB 3/7/12, effective 4/11/12]
[Filed ARC 0029C (Notice ARC 9709B, IAB 9/7/11), IAB 3/7/12, effective 4/11/12]

[Nullified amendment editorially removed, IAC Supplement 5/16/12]"

Two or more ARCs

' Effective date of 79.1(2) and 79.1(5) “¢” delayed 70 days by the Administrative Rules Review Committee at its January 1988,
meeting.

2 Effective date of 4/1/90 delayed 70 days by the Administrative Rules Review Committee at its March 12, 1990, meeting; delay
lifted by this Committee, effective May 11, 1990.

3 Effective date of subrule 79.1(13) delayed until adjournment of the 1992 Sessions of the General Assembly by the Administrative

Rules Review Committee at its meeting held July 12, 1991.

Effective date of 3/1/92 delayed until adjournment of the 1992 General Assembly by the Administrative Rules Review Committee

at its meeting held February 3, 1992.

At a special meeting held January 24, 2002, the Administrative Rules Review Committee voted to delay until adjournment of the

2002 Session of the General Assembly the effective date of amendments published in the February 6, 2002, lowa Administrative

Bulletin as ARC 1365B.

Eftective date of October 1, 2002, delayed 70 days by the Administrative Rules Review Committee at its meeting held September

10, 2002. At its meeting held November 19, 2002, the Committee voted to delay the effective date until adjournment of the 2003

Session of the General Assembly.

7 July 1, 2009, effective date of amendments to 79.1(1)“d, ” 79.1(2), and 79.1(24) “a (1) delayed 70 days by the Administrative
Rules Review Committee at a special meeting held June 25, 2009.

8 See HIR 2008 of 2012 Session of the Eighty-fourth General Assembly regarding nullification of amendment to 79.1(7)“b”

(ARC 9959B, IAB 1/11/12).
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CHAPTER 61

WATER QUALITY STANDARDS
[Prior to 7/1/83, DEQ Ch 16]
[Prior to 12/3/86, Water, Air and Waste Management[900]]

WATER QUALITY STANDARDS
567—61.1 Rescinded, effective August 31, 1977.

567—61.2(455B) General considerations.

61.2(1) Policy statement. It shall be the policy of the commission to protect and enhance the quality
of all the waters of the state. In the furtherance of this policy it will attempt to prevent and abate the
pollution of all waters to the fullest extent possible consistent with statutory and technological limitations.
This policy shall apply to all point and nonpoint sources of pollution.

These water quality standards establish selected criteria for certain present and future designated uses
of the surface waters of the state. The standards establish the areas where these uses are to be protected
and provide minimum criteria for waterways having nondesignated uses as well. Many surface waters
are designated for more than one use. In these cases the more stringent criteria shall govern for each
parameter.

Certain of the criteria are in narrative form without numeric limitations. In applying such narrative
standards, decisions will be based on the U.S. Environmental Protection Agency’s methodology
described in “Guidelines for Deriving Numerical National Water Quality Criteria for the Protection
of Aquatic Organisms and Their Uses,” (1985) and on the rationale contained in “Quality Criteria for
Water,” published by the U.S. Environmental Protection Agency (1977), as updated by supplemental
Section 304 (of the Act) Ambient Water Quality Criteria documents. To provide human health criteria
for parameters not having numerical values listed in 61.3(3) Table 1, the required criteria will be based
on the rationale contained in these EPA criteria documents. The human health criterion considered will
be the value associated with the consumption of fish flesh and a risk factor of 10-5 for carcinogenic
parameters. For noncarcinogenic parameters, the recommended EPA criterion will be selected. For
Class C water, the EPA criteria for fish and water consumption will be selected using the same
considerations for carcinogenic and noncarcinogenic parameters as noted above.

All methods of sample collection, preservation, and analysis used in applying any of the rules in
these standards shall be in accord with those prescribed in 567—Chapter 63.

61.2(2) Antidegradation policy. 1t is the policy of the state of lowa that:

a. Tier 1 protection. Existing surface water uses and the level of water quality necessary to protect
the existing uses will be maintained and protected.

b. Tier 2 protection. Where the quality of the waters exceeds levels necessary to support
propagation of fish, shellfish, and wildlife and recreation in and on the water, that quality shall be
maintained and protected unless the department finds, after full satisfaction of the intergovernmental
coordination and public participation provisions, that allowing lower water quality is necessary to
accommodate important economic or social development in the area in which the waters are located.
In allowing such degradation or lower water quality, the department shall ensure water quality
adequate to protect existing uses fully. Further, the department shall ensure the highest statutory and
regulatory requirements for all new and existing point sources and all cost-effective and reasonable best
management practices for nonpoint source control before allowing any lowering of water quality.

c¢. Tier 2% protection—outstanding lowa waters. Where high quality waters constitute an
outstanding state resource, such as waters of exceptional recreational or ecological significance, that
water quality shall be maintained and protected.

d.  Tier 3 protection—outstanding national resource waters. Where high quality waters constitute
an outstanding national resource, such as waters of national and state parks and wildlife refuges and
waters of exceptional recreational or ecological significance, that water quality shall be maintained and
protected. Any proposed activity that would result in a permanent new or expanded source of pollutants
in an outstanding national resource water is prohibited.
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e. The four levels of protection provided by the antidegradation policy in paragraphs
“a” through “d” of this subrule shall be implemented according to procedures hereby
incorporated by reference and known as the “lowa Antidegradation Implementation Procedure,”
effective February 17, 2010. This document may be obtained on the department’s Web site at
http://www.iowadnr.com/water/standards/index.html.

£ Allunapproved facility plans for new or expanded construction permits, except for construction
permits issued for nondischarging facilities, shall undergo an antidegradation review if degradation is
likely in the receiving water or downstream waters following February 17, 2010.

g This policy shall be applied in conjunction with water quality certification review pursuant to
Section 401 of the Act. In the event that activities are specifically exempted from flood plain development
permits or any other permits issued by this department in 567—Chapters 70, 71, and 72, the activity
will be considered consistent with this policy. Other activities not otherwise exempted will be subject
to 567—Chapters 70, 71, and 72 and this policy. United States Army Corps of Engineers (Corps)
nationwide permits 3, 4, 5, 6, 7, 12, 13, 14, 15, 16, 17, 18, 19, 20, 21, 22, 23, 25, 27, 29, 30, 31,
32, 33, 34, 36, 37, 38, 39, 40, 41, 42, 43, 44, 45, 46, 48, 49, 50, 51, and 52 as well as Corps regional
permits 7,27, 33, and 34 as promulgated June 20, 2012, are certified pursuant to Section 401 of the Clean
Water Act subject to the following Corps regional conditions and the state water quality conditions:

(1) Side slopes of a newly constructed channel will be no steeper than 2:1 and planted to permanent,
perennial, native vegetation if not armored.

(2) Nationwide permits with mitigation may require recording of the nationwide permit and
pertinent drawings with the registrar of deeds or other appropriate official charged with the responsibility
for maintaining records of title to, or interest in, real property and may also require the permittee to
provide proof of that recording to the Corps.

(3) Mitigation shall be scheduled prior to, or concurrent with, the discharge of dredged or fill
material into waters of the United States.

(4) For newly constructed channels through areas that are unvegetated, native grass filter strips, or
a riparian buffer with native trees or shrubs a minimum of 35 feet wide from the top of the bank must be
planted along both sides of the new channel. A survival rate of 80 percent of desirable species shall be
achieved within three years of establishment of the buffer strip.

(5) For single-family residences authorized under nationwide permit 29, the permanent loss of
waters of the United States (including jurisdictional wetlands) must not exceed 1/4 acre.

(6) For nationwide permit 46, the discharge of dredged or fill material into ditches that would sever
the jurisdiction of an upstream water of the United States from a downstream water of the United States
is not allowed.

(7) For projects that impact an outstanding national resource water, outstanding lowa water, fens,
bogs, seeps, or sedge meadows, an individual Section 401 Water Quality Certification will be required
(Iowa Section 401 Water Quality Certification condition).

(8) For nationwide permits when the Corps’ district engineer has issued a waiver to allow the
permittee to exceed the limits of the nationwide permit, an individual Section 401 Water Quality
Certification will be required (Iowa Section 401 Water Quality Certification condition).

(9) Heavy equipment shall not be used or operated within the stream channel. If in-stream work
is unavoidable, it shall be performed in such a manner as to minimize the duration of the disturbance,
turbidity increases, substrate disturbance, bank disturbance, and disturbance to riparian vegetation. This
condition does not further restrict otherwise authorized drainage ditch maintenance activities (Iowa
Section 401 Water Quality Certification condition).

Written verification by the Corps or 401 certification by the state is required for activities covered
by these permits as required by the nationwide permits or the Corps, and the activities are allowed
subject to the terms and conditions of the nationwide and regional permits. The department will maintain
and periodically update a guidance document listing special waters of concern. This document will be
provided to the Corps for use in determining whether preconstruction notices should be provided to the
department and other interested parties prior to taking action on applications for projects that would
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normally be covered by a nationwide or regional permit and not require a preconstruction notice under
nationwide permit conditions.

61.2(3) Minimum treatment required. All wastes discharged to the waters of the state must be of
such quality that the discharge will not cause the narrative or numeric criteria limitations to be exceeded.
Where the receiving waters provide sufficient assimilative capacity that the water quality standards are
not the limiting factor, all point source wastes shall receive treatment in compliance with minimum
effluent standards as adopted in rules by the department.

There are numerous parameters of water quality associated with nonpoint source runoff which
are of significance to the designated water uses specified in the general and specific designations in
567—61.3(455B), but which are not delineated. It shall be the intent of these standards that the limits
on such nonpoint source related parameters when adopted shall be those that can be achieved by best
management practices as defined in the course of the continuing planning process from time to time.
Existing water quality and nonpoint source runoff control technology will be evaluated in the course of
the Iowa continuing planning process, and best management practices and limitations on specific water
quality parameters will be reviewed and revised from time to time to ensure that the designated water
uses and water quality enhancement goals are met.

61.2(4) Regulatory mixing zones. Mixing zones are recognized as being necessary for the initial
assimilation of point source discharges which have received the required degree of treatment or control.
Mixing zones shall not be used for, or considered as, a substitute for minimum treatment technology
required by subrule 61.2(3). The objective of establishing mixing zones is to provide a means of control
over the placement and emission of point source discharges so as to minimize environmental impacts.
Waters within a mixing zone shall meet the general water quality criteria of subrule 61.3(2). Waters
at and beyond mixing zone boundaries shall meet all applicable standards and the chronic and human
health criteria of subrule 61.3(3), Tables 1 and 3, for that particular water body or segment. A zone of
initial dilution may be established within the mixing zone beyond which the applicable standards and the
acute criteria of subrule 61.3(3) will be met. For waters designated under subrule 61.3(5), any parameter
not included in Tables 1, 2 and 3 of subrule 61.3(3), the chronic and human health criteria, and the acute
criterion calculated following subrule 61.2(1), will be met at the mixing zone and zone of initial dilution
boundaries, respectively.

a. Due to extreme variations in wastewater and receiving water characteristics, spatial dimensions
of mixing zones shall be defined on a site-specific basis. These rules are not intended to define each
individual mixing zone, but will set maximum limits which will satisfy most biological, chemical,
physical and radiological considerations in defining a particular mixing zone. Additional details are
noted in the “Supporting Document for lowa Water Quality Management Plans,” Chapter IV, July
1976, as revised on November 11, 2009, for considering unusual site-specific features such as side
channels and sand bars which may influence a mixing zone. Applications for operation permits under
567—subrule 64.3(1) may be required to provide specific information related to the mixing zone
characteristics below their outfall so that mixing zone boundaries can be determined.

b.  For parameters included in Table 1 only (which does not include ammonia nitrogen), the
dimensions of the mixing zone and the zone of initial dilution will be calculated using a mathematical
model presented in the “Supporting Document for lowa Water Quality Management Plans,” Chapter
IV, July 1976, as revised on November 11, 2009, or from instream studies of the mixing characteristics
during low flow. In addition, the most restrictive of the following factors will be met:

(1) The stream flow in the mixing zone may not exceed the most restrictive of the following:

1. Twenty-five percent of the design low stream flows noted in subrule 61.2(5) for interior streams
and rivers, and the Big Sioux and Des Moines Rivers.

2. Ten percent of the design low stream flows noted in subrule 61.2(5) for the Mississippi and
Missouri Rivers.

3. The stream flow contained in the mixing zone at the most restrictive of the applicable mixing
zone length criteria, noted below.

(2) The length of the mixing zone below the point of discharge shall be set by the most restrictive
of the following:



Chol,p.4 Environmental Protection[567] IAC 5/16/12

1.  The distance to the juncture of two perennial streams.

2. The distance to a public water supply intake.

3. The distance to the upstream limits of an established recreational area, such as public beaches,
and state, county and local parks.

4. The distance to the middle of a crossover point in a stream where the main current flows from
one bank across to the opposite bank.

5. The distance to another mixing zone.

6. Not to exceed a distance of 2000 feet.

7. The location where the mixing zone contained the percentages of stream flow noted in
61.2(4)“b”(1).

(3) The width of the mixing zone is calculated as the portion of the stream containing the allowed
mixing zone stream flow. The mixing zone width will be measured perpendicular to the basic direction
of stream flow at the downstream boundary of the mixing zone. This measurement will only consider
the distance of continuous water surface.

(4) The width and length of the zone of initial dilution may not exceed 10 percent of the width and
length of the mixing zone.

c.  The stream flow used in determining wasteload allocations to ensure compliance with the
maximum contaminant level (MCL), chronic and human health criteria of Table 1 will be that value
contained at the boundary of the allowed mixing zone. This stream flow may not exceed the following
percentages of the design low stream flow as measured at the point of discharge:

(1) Twenty-five percent for interior streams and rivers, and the Big Sioux and Des Moines Rivers.

(2) Ten percent for the Mississippi and Missouri Rivers.

The stream flow in the zone of initial dilution used in determining effluent limits to ensure compliance
with the acute criteria of Table 1 may not exceed 10 percent of the calculated flow associated with the
mixing zone.

d. For toxic parameters noted in Table 1, the following exceptions apply to the mixing zone
requirements:

(1) No mixing zone or zone of initial dilution will be allowed for waters designated as lakes or
wetlands.

(2) No zone of initial dilution will be allowed in waters designated as cold water.

(3) The use of a diffuser device to promote rapid mixing of an effluent in a receiving stream will
be considered on a case-by-case basis with its usage as a means for dischargers to comply with an acute
numerical criterion.

(4) A discharger to interior streams and rivers, the Big Sioux and Des Moines Rivers, and the
Mississippi or Missouri Rivers may provide to the department, for consideration, instream data which
technically supports the allowance of an increased percentage of the stream flow contained in the mixing
zone due to rapid and complete mixing. Any allowed increase in mixing zone flow would still be
governed by the mixing zone length restrictions. The submission of data should follow the guidance
provided in the “Supporting Document for lowa Water Quality Management Plans,” Chapter IV, July
1976, as revised on November 11, 2009.

e. Forammonia criteria noted in Table 3, the dimensions of the mixing zone and the zone of initial
dilution will be calculated using a mathematical model presented in the “Supporting Document for lowa
Water Quality Management Plans,” Chapter IV, July 1976, as revised on November 11, 2009, or from
instream studies of the mixing characteristics during low flow. In addition, the most restrictive of the
following factors will be met:

(1) The stream flow in the mixing zone may not exceed the most restrictive of the following:

1. One hundred percent of the design low stream flows noted in subrule 61.2(5) for locations where
the dilution ratio is less than or equal to 2:1.

2. Fifty percent of the design low stream flows noted in subrule 61.2(5) for locations where the
dilution ratio is greater than 2:1, but less than or equal to 5:1.

3. Twenty-five percent of the design low stream flows noted in subrule 61.2(5) for locations where
the dilution ratio is greater than 5:1.
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4. The stream flow contained in the mixing zone at the most restrictive of the applicable mixing
zone length criteria, noted below.

(2) The length of the mixing zone below the point of discharge shall be set by the most restrictive
of the following:

1. The distance to the juncture of two perennial streams.

2. The distance to a public water supply intake.

3. The distance to the upstream limits of an established recreational area, such as public beaches,
and state, county, and local parks.

4. The distance to the middle of a crossover point in a stream where the main current flows from
one bank across to the opposite bank.

5. The distance to another mixing zone.

6. Not to exceed a distance of 2000 feet.

7. The location where the mixing zone contained the percentages of stream flow noted in
61.2(4)“e”(1).

(3) The width of the mixing zone is calculated as the portion of the stream containing the allowed
mixing zone stream flow. The mixing zone width will be measured perpendicular to the basic direction
of stream flow at the downstream boundary of the mixing zone. This measurement will only consider
the distance of continuous water surface.

(4) The width and length of the zone of initial dilution may not exceed 10 percent of the width and
length of the mixing zone.

f- For ammonia criteria noted in Table 3, the stream flow used in determining wasteload
allocations to ensure compliance with the chronic criteria of Table 3 will be that value contained at the
boundary of the allowed mixing zone. This stream flow may not exceed the percentages of the design
low stream flow noted in 61.2(4) “e (1) as measured at the point of discharge.

The pH and temperature values at the boundary of the mixing zone used to select the chronic
ammonia criteria of Table 3 will be from one of the following sources. The source of the pH and
temperature data will follow the sequence listed below, if applicable data exists from the source.

(1) Specific pH and temperature data provided by the applicant gathered at their mixing zone
boundary. Procedures for obtaining this data are noted in the “Supporting Document for lowa Water
Quality Management Plans,” Chapter 1V, July 1976, as revised on November 11, 2009.

(2) Regional background pH and temperature data provided by the applicant gathered along the
receiving stream and representative of the background conditions at the outfall. Procedures for obtaining
this data are noted in the “Supporting Document for lowa Water Quality Management Plans,” Chapter
IV, July 1976, as revised on November 11, 2009.

(3) The statewide average background values presented in Table IV-2 of the “Supporting Document
for Towa Water Quality Management Plans,” Chapter 1V, July 1976, as revised on November 11, 2009.

The stream flow in the zone of initial dilution used in determining effluent limits to ensure compliance
with the acute criteria of Table 3 may not exceed 5 percent of the calculated flow associated with the
mixing zone for facilities with a dilution ratio of less than or equal to 2:1, and not exceed 10 percent of
the calculated flow associated with the mixing zone for facilities with a dilution ratio of greater than 2:1.
The pH and temperature values at the boundary of the zone of initial dilution used to select the acute
ammonia criteria of Table 3 will be from one of the following sources and follow the sequence listed
below, if applicable data exists from the source.

1. Specific effluent pH and temperature data if the dilution ratio is less than or equal to 2:1.

2. If the dilution ratio is greater than 2:1, the logarithmic average pH of the effluent and the
regional or statewide pH provided in 61.2(4) “f” will be used. In addition, the flow proportioned average
temperature of the effluent and the regional or statewide temperature provided in 61.2(4) “f” will be used.
The procedures for calculating these data are noted in the “Supporting Document for lowa Water Quality
Management Plans,” Chapter 1V, July 1976, as revised on November 11, 2009.

g For ammonia criteria noted in Table 3, the following exceptions apply to the mixing zone
requirements.
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(1) No mixing zone or zone of initial dilution will be allowed for waters designated as lakes or
wetlands.

(2) No zone of initial dilution will be allowed in waters designated as cold water.

(3) The use of a diffuser device to promote rapid mixing of an effluent in a receiving stream will
be considered on a case-by-case basis with its usage as a means for dischargers to comply with an acute
numerical criterion.

(4) A discharger to interior streams and rivers, the Big Sioux and Des Moines Rivers, and the
Mississippi and Missouri Rivers may provide to the department, for consideration, instream data which
technically supports the allowance of an increased percentage of the stream flow contained in the mixing
zone due to rapid and complete mixing. Any allowed increase in mixing zone flow would still be
governed by the mixing zone length restrictions. The submission of data should follow the guidance
provided in the “Supporting Document for lowa Water Quality Management Plans,” Chapter IV, July
1976, as revised on November 11, 2009.

h.  Temperature changes within mixing zones established for heat dissipation will not exceed the
temperature criteria in 61.3(3) “b ”(5).

i.  The appropriateness of establishing a mixing zone where a substance discharged is
bioaccumulative, persistent, carcinogenic, mutagenic, or teratogenic will be carefully evaluated. In
such cases, effects such as potential groundwater contamination, sediment deposition, fish attraction,
bioaccumulation in aquatic life, bioconcentration in the food chain, and known or predicted safe
exposure levels shall be considered.

61.2(5) Implementation strategy. Numerical criteria specified in these water quality standards shall
be met when the flow of the receiving stream equals or exceeds the design low flows noted below.

Type of Numerical Criteria | Design Low Flow Regime
Aquatic Life Protection (TOXICS)
Acute 1Qo
Chronic 7Q10

Aquatic Life Protection (AMMONIA - N)

Acute

1Q0

Chronic

30Qio

Human Health Protection & MCL

Noncarcinogenic

30Qs

Carcinogenic Harmonic mean

a. The allowable 3°C temperature increase criterion for warm water interior streams,
61.3(3)“b’(5)“1,” is based in part on the need to protect fish from cold shock due to rapid cessation of
heat source and resultant return of the receiving stream temperature to natural background temperature.
On low flow streams, in winter, during certain conditions of relatively cold background stream
temperature and relatively warm ambient air and groundwater temperature, certain wastewater treatment
plants with relatively constant flow and constant temperature discharges will cause temperature
increases in the receiving stream greater than allowed in 61.3(3) “6(5)“1.”

b.  During the period November 1 to March 31, for the purpose of applying the 3°C temperature
increase criterion, the minimum protected receiving stream flow rate below such discharges may be
increased to not more than three times the rate of flow of the discharge, where there is reasonable
assurance that the discharge is of such constant temperature and flow rate and continuous duration as
to not constitute a threat of heat cessation and not cause the receiving stream temperature to vary more
than 3°C per day.

c.  Site-specific water quality criteria may be allowed in lieu of the specific numerical criteria listed
in Tables 1 and 3 of this chapter if adequate documentation is provided to show that the proposed criteria
will protect all existing or potential uses of the surface water. Site-specific water quality criteria may be
appropriate where:
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(1) The types of organisms differ significantly from those used in setting the statewide criteria; or

(2) The chemical characteristics of the surface water such as pH, temperature, and hardness differ
significantly from the characteristics used in setting the statewide criteria.

Development of site-specific criteria shall include an evaluation of the chemical and biological
characteristics of the water resource and an evaluation of the impact of the discharge. All evaluations
for site-specific criteria modification must be coordinated through the department, and be conducted
using scientifically accepted procedures approved by the department. Any site-specific criterion
developed under the provisions of this subrule is subject to the review and approval of the U.S.
Environmental Protection Agency. All criteria approved under the provisions of this subrule will be
published periodically by the department. Guidelines for establishing site-specific water quality criteria
can be found in “Water Quality Standards Handbook,” published by the U.S. Environmental Protection
Agency, December 1983.

d. A wastewater treatment facility may submit to the department technically valid instream data
which provides additional information to be used in the calculations of their wasteload allocations and
effluent limitations. This information would be in association with the low flow characteristics, width,
length and time of travel associated with the mixing zone or decay rates of various effluent parameters.
The wasteload allocation will be calculated considering the applicable data and consistent with the
provisions and restrictions in the rules.

e. The department may perform use assessment and related use attainability analyses on water
bodies where uses may not be known or adequately documented. The preparation of use attainability
analysis documents will consider available U.S. Environmental Protection Agency guidance or other
applicable guidance. Credible data and documentation will be used to assist in the preparation of use

assessments and use attainability analysis reports.
[ARC 8214B, IAB 10/7/09, effective 11/11/09; ARC 8466B, IAB 1/13/10, effective 2/17/10; ARC 9330B, IAB 1/12/11, effective
2/16/11 (See Delay note at the end of chapter); ARC 0121C, IAB 5/16/12, effective 6/20/12]

567—61.3(455B) Surface water quality criteria.

61.3(1) Surface water classification. All waters of the state are classified for protection of beneficial
uses. These classified waters include general use segments and designated use segments.

a. General use segments. These are intermittent watercourses and those watercourses which
typically flow only for short periods of time following precipitation and whose channels are normally
above the water table. These waters do not support a viable aquatic community during low flow and do
not maintain pooled conditions during periods of no flow.

The general use segments are to be protected for livestock and wildlife watering, aquatic life,
noncontact recreation, crop irrigation, and industrial, agricultural, domestic and other incidental water
withdrawal uses.

b.  Designated use segments. These are water bodies which maintain flow throughout the year or
contain sufficient pooled areas during intermittent flow periods to maintain a viable aquatic community.

All perennial rivers and streams as identified by the U.S. Geological Survey 1:100,000 DLG
Hydrography Data Map (published July 1993) or intermittent streams with perennial pools in Iowa not
specifically listed in the surface water classification of 61.3(5) are designated as Class B(WW-1) waters.

All perennial rivers and streams as identified by the U.S. Geological Survey 1:100,000 DLG
Hydrography Data Map (published July 1993) or intermittent streams with perennial pools in lowa are
designated as Class A1 waters.

Designated uses of segments may change based on a use attainability analysis consistent with
61.2(5)“e.” Designated use changes will be specifically listed in the surface water classification of
61.3(5).

Designated use waters are to be protected for all uses of general use segments in addition to the
specific uses assigned. Designated use segments include:

(1) Primary contact recreational use (Class “A1”). Waters in which recreational or other uses may
result in prolonged and direct contact with the water, involving considerable risk of ingesting water
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in quantities sufficient to pose a health hazard. Such activities would include, but not be limited to,
swimming, diving, water skiing, and water contact recreational canoeing.

(2) Secondary contact recreational use (Class “A2”). Waters in which recreational or other uses
may result in contact with the water that is either incidental or accidental. During the recreational use,
the probability of ingesting appreciable quantities of water is minimal. Class A2 uses include fishing,
commercial and recreational boating, any limited contact incidental to shoreline activities and activities
in which users do not swim or float in the water body while on a boating activity.

(3) Children’s recreational use (Class “A3”). Waters in which recreational uses by children are
common. Class A3 waters are water bodies having definite banks and bed with visible evidence of the
flow or occurrence of water. This type of use would primarily occur in urban or residential areas.

(4) Cold water aquatic life—Type 1 (Class “B(CW1)”). Waters in which the temperature and
flow are suitable for the maintenance of a variety of cold water species, including reproducing and
nonreproducing populations of trout (Sa/monidae family) and associated aquatic communities.

(5) Cold water aquatic life—Type 2 (Class “B(CW2)”). Waters that include small, channeled
streams, headwaters, and spring runs that possess natural cold water attributes of temperature and flow.
These waters usually do not support consistent populations of trout (Salmonidae family), but may support
associated vertebrate and invertebrate organisms.

(6) Warm water—Type 1 (Class “B(WW-1)"). Waters in which temperature, flow and other
habitat characteristics are suitable to maintain warm water game fish populations along with a resident
aquatic community that includes a variety of native nongame fish and invertebrate species. These
waters generally include border rivers, large interior rivers, and the lower segments of medium-size
tributary streams.

(7) Warm water—Type 2 (Class “B(WW-2)"). Waters in which flow or other physical
characteristics are capable of supporting a resident aquatic community that includes a variety of
native nongame fish and invertebrate species. The flow and other physical characteristics limit the
maintenance of warm water game fish populations. These waters generally consist of small perennially
flowing streams.

(8) Warm water—Type 3 (Class “B(WW-3)”). Waters in which flow persists during periods when
antecedent soil moisture and groundwater discharge levels are adequate; however, aquatic habitat
typically consists of nonflowing pools during dry periods of the year. These waters generally include
small streams of marginally perennial aquatic habitat status. Such waters support a limited variety of
native fish and invertebrate species that are adapted to survive in relatively harsh aquatic conditions.

(9) Lakes and wetlands (Class “B(LW)”). These are artificial and natural impoundments with
hydraulic retention times and other physical and chemical characteristics suitable to maintain a balanced
community normally associated with lake-like conditions.

(10) Human health (Class “HH”). Waters in which fish are routinely harvested for human
consumption or waters both designated as a drinking water supply and in which fish are routinely
harvested for human consumption.

(11) Drinking water supply (Class “C”). Waters which are used as a raw water source of potable
water supply.

61.3(2) General water quality criteria. The following criteria are applicable to all surface waters
including general use and designated use waters, at all places and at all times for the uses described in
61.3(1)“a.”

a.  Such waters shall be free from substances attributable to point source wastewater discharges
that will settle to form sludge deposits.

b.  Such waters shall be free from floating debris, oil, grease, scum and other floating materials
attributable to wastewater discharges or agricultural practices in amounts sufficient to create a nuisance.

¢.  Such waters shall be free from materials attributable to wastewater discharges or agricultural
practices producing objectionable color, odor or other aesthetically objectionable conditions.

d.  Such waters shall be free from substances attributable to wastewater discharges or agricultural
practices in concentrations or combinations which are acutely toxic to human, animal, or plant life.
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e.  Such waters shall be free from substances, attributable to wastewater discharges or agricultural
practices, in quantities which would produce undesirable or nuisance aquatic life.

£ The turbidity of the receiving water shall not be increased by more than 25 Nephelometric
turbidity units by any point source discharge.

g Cations and anions guideline values to protect livestock watering may be found in the
“Supporting Document for lowa Water Quality Management Plans,” Chapter IV, July 1976, as revised
on November 11, 2009.

h.  The Escherichia coli (E. coli) content of water which enters a sinkhole or losing stream
segment, regardless of the water body’s designated use, shall not exceed a Geometric Mean value of
126 organisms/100 ml or a sample maximum value of 235 organisms/100 ml. No new wastewater
discharges will be allowed on watercourses which directly or indirectly enter sinkholes or losing stream
segments.

61.3(3) Specific water quality criteria.

a.  Class “A” waters. Waters which are designated as Class “A1,” “A2,” or “A3” in subrule 61.3(5)
are to be protected for primary contact, secondary contact, and children’s recreational uses. The general
criteria of subrule 61.3(2) and the following specific criteria apply to all Class “A” waters.

(1) The Escherichia coli (E. coli) content shall not exceed the levels noted in the Bacteria Criteria
Table when the Class “A1,” “A2,” or “A3” uses can reasonably be expected to occur.

Bacteria Criteria Table (organisms/100 ml of water)

Use or Category Geometric Mean Sample Maximum
Class Al
3/15-11/15 126 235
11/16 — 3/14 Does not apply Does not apply
Class A2 (Only)
3/15-11/15 630 2880
11/16 — 3/14 Does not apply Does not apply
[Class A2 and B(CW)] or OIW
or ONRW
Year-Round 630 2880
Class A3
3/15-11/15 126 235
11/16 — 3/14 Does not apply Does not apply
Class Al - Primary Contact Recreational Use
Class A2 - Secondary Contact Recreational Use
Class A3 - Children’s Recreational Use

When a water body is designated for more than one of the recreational uses, the most stringent criteria
for the appropriate season shall apply.

(2) The pH shall not be less than 6.5 nor greater than 9.0. The maximum change permitted as a
result of a waste discharge shall not exceed 0.5 pH units.

b.  Class “B” waters. All waters which are designated as Class B(CW1), B(CW2), B(WW-1),
B(WW-2), B(WW-3) or B(LW) are to be protected for wildlife, fish, aquatic, and semiaquatic life. The
following criteria shall apply to all Class “B” waters designated in subrule 61.3(5).

(1) Dissolved oxygen. Dissolved oxygen shall not be less than the values shown in Table 2 of this
subrule.

(2) pH. The pH shall not be less than 6.5 nor greater than 9.0. The maximum change permitted as
a result of a waste discharge shall not exceed 0.5 pH units.

(3) General chemical constituents. The specific numerical criteria shown in Tables 1, 2, and 3
of this subrule apply to all waters designated in subrule 61.3(5). The sole determinant of compliance
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with these criteria will be established by the department on a case-by-case basis. Effluent monitoring or
instream monitoring, or both, will be the required approach to determine compliance.

1. The acute criteria represent the level of protection necessary to prevent acute toxicity to aquatic
life. Instream concentrations above the acute criteria will be allowed only within the boundaries of the
zone of initial dilution.

2. The chronic criteria represent the level of protection necessary to prevent chronic toxicity to
aquatic life. Excursions above the chronic criteria will be allowed only inside of mixing zones or only for
short-term periods outside of mixing zones; however, these excursions cannot exceed the acute criteria
shown in Tables 1 and 3. The chronic criteria will be met as short-term average conditions at all times
the flow equals or exceeds either the design flows noted in subrule 61.2(5) or any site-specific low flow
established under the provisions of subrule 61.2(5).

3. Rescinded TAB 2/15/06, effective 3/22/06.

(4) Rescinded IAB 2/15/06, effective 3/22/06.

(5) Temperature.

1. No heat shall be added to interior streams or the Big Sioux River that would cause an increase
of more than 3°C. The rate of temperature change shall not exceed 1°C per hour. In no case shall heat
be added in excess of that amount that would raise the stream temperature above 32°C.

2. No heat shall be added to streams designated as cold water fisheries that would cause an increase
of more than 2°C. The rate of temperature change shall not exceed 1°C per hour. In no case shall heat
be added in excess of that amount that would raise the stream temperature above 20°C.

3. No heat shall be added to lakes and reservoirs that would cause an increase of more than 2°C.
The rate of temperature change shall not exceed 1°C per hour. In no case shall heat be added in excess
of that amount that would raise the temperature of the lake or reservoirs above 32°C.

4. No heat shall be added to the Missouri River that would cause an increase of more than 3°C.
The rate of temperature change shall not exceed 1°C per hour. In no case shall heat be added that would
raise the stream temperature above 32°C.

5. No heat shall be added to the Mississippi River that would cause an increase of more than 3°C.
The rate of temperature change shall not exceed 1°C per hour. In addition, the water temperature at
representative locations in the Mississippi River shall not exceed the maximum limits in the table below
during more than 1 percent of the hours in the 12-month period ending with any month. Moreover, at
no time shall the water temperature at such locations exceed the maximum limits in the table below by
more than 2°C.

Zone II—Iowa-Minnesota state line to the northern Illinois border (Mile Point 1534.6).

Zone [II—Northern Illinois border (Mile Point 1534.6) to lowa-Missouri state line.

Month Zone 11 Zone 111
January 4°C 7°C
February 4°C 7°C
March 12°C 14°C
April 18°C 20°C
May 24°C 26°C
June 29°C 29°C
July 29°C 30°C
August 29°C 30°C
September 28°C 29°C
October 23°C 24°C
November 14°C 18°C

December 9°C 11°C
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(6) Early life stage for each use designation. The following seasons will be used in applying the
early life stage present chronic criteria noted in Table 3b, “Chronic Criterion for Ammonia in lowa
Streams - Early Life Stages Present.”

1. For all Class B(CW1) waters, the early life stage will be year-round.

2. For all Class B(CW2) waters, the early life stage will begin on April 1 and last through
September 30.

3.  For all Class B(WW-1) waters, the early life stage will begin in March and last through
September, except as follows:

e  For the following, the early life stage will begin in February and last through September:

—The entire length of the Mississippi and Missouri Rivers,

—The lower reach of the Des Moines River south of the Ottumwa dam, and

—The lower reach of the Iowa River below the Cedar River.

e  For the following, the early life stage will begin in April and last through September:

—All Class B(WW-1) waters in the Southern lowa River Basin,

—All of the Class B(WW-1) reach of the Skunk River, the North Skunk River and the South Skunk
River south of Indian Creek (Jasper County), and the Class B(WW-1) tributaries to these reaches, and
the entire Class B(WW-1) reach of the English River.

4. For all Class B(IWW-2) and Class B(WW-3) waters, the early life stage will begin in April and
last through September.

5. For all Class B(LW) lake and wetland waters, the early life stage will begin in March and last
through September except for the Class B(LW) waters in the southern two tiers of lowa counties which
will have the early life stage of April through September.

¢.  Class “C” waters. Waters which are designated as Class “C” are to be protected as a raw water
source of potable water supply. The following criteria shall apply to all Class “C” waters designated in
subrule 61.3(5).

(1) Radioactive substances.

1. The combined radium-226 and radium-228 shall not exceed 5 picocuries per liter at the point
of withdrawal.

2. Gross alpha particle activity (including radium-226 but excluding radon and uranium) shall not
exceed 15 picocuries per liter at the point of withdrawal.

3. The average annual concentration at the point of withdrawal of beta particle and photon
radioactivity from man-made radionuclides other than tritium and strontium-90 shall not produce an
annual dose equivalent to the total body or any internal organ greater than 4 millirem/year.

4. The average annual concentration of tritium shall not exceed 20,000 picocuries per liter at the
point of withdrawal; the average annual concentration of strontium-90 shall not exceed 8 picocuries per
liter at the point of withdrawal.

(2) All substances toxic or detrimental to humans or detrimental to treatment process shall be
limited to nontoxic or nondetrimental concentrations in the surface water.

(3) The pH shall not be less than 6.5 nor greater than 9.0.

d.  Class “"HH” waters. Waters which are designated as Class HH shall contain no substances in
concentrations which will make fish or shellfish inedible due to undesirable tastes or cause a hazard to
humans after consumption.

(1) The human health criteria represent the level of protection necessary, in the case of
noncarcinogens, to prevent adverse health effects in humans and, in the case of carcinogens, to prevent
a level of incremental cancer risk not exceeding 1 in 100,000. Instream concentrations in excess of the
human health criteria will be allowed only within the boundaries of the mixing zone.

(2) Reserved.

TABLE 1. Criteria for Chemical Constituents
(all values as micrograms per liter as total recoverable unless noted otherwise)

Human health criteria for carcinogenic parameters noted below were based on the prevention of an
incremental cancer risk of 1 in 100,000. For parameters not having a noted human health criterion, the
U.S. Environmental Protection Agency has not developed final national human health guideline values.
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For noncarcinogenic parameters, the recommended EPA criterion was selected. For Class C waters, the
EPA criteria for fish and water consumption were selected using the same considerations for carcinogenic
and noncarcinogenic parameters as noted above. For Class C waters for which no EPA human health
criteria were available, the EPA MCL value was selected.

Use Designations

Parameter B(CW1) B(CW2) B(WW-1) B(WW-2) B(WW-3) B(LW) C  HH
Alachlor MCL - - - - - 2 -
Aldrin Acute - 3 3 3 - - -
Human Health — Fish - — — — — — .00050()
Human Health + — F & W - - - — — — .00049(D
Aluminum Chronic 87 87 87 87 748 - -
Acute 1106 750 750 750 983 - -
Antimony Human Health — Fish - - - - - 640
Human Health + —F & W - - - — - - 5.6(0
Arsenic (IIT) Chronic 200 150 150 150 200 - -
Acute 360 340 340 340 360 - -
Human Health — Fish - - — - — — 500
Human Health —F & W - — — — — — 180
Asbestos Human Health—F & W - - - - - — 7@
Atrazine MCL - - - - - 3 -
Barium Human Health + — F & W — - - - - —  1000(H)
Benzene Human Health —F & W - - - - - - 22(H
Human Health — Fish - - - - - — 510
Benzo(a)Pyrene Human Health—F & W — - - - - —  .038(H
Human Health — Fish - — — — — - .18@
Beryllium MCL - - - - - 4 -
Bromoform Human Health — F & W — - - - - - 430
Human Health — Fish - - - - - —  1400()
Cadmium Chronic 1 450 450 .45 1 - -
Acute 4 4.32(h) 4.32() 4.32(M) 4 - -
Human Health + — Fish - — — - — —  168©
MCL - - - - - 5 -
Carbofuran MCL - - - - - 40 -
Carbon Tetrachloride Human Health—F & W - - - - - - 230
Human Health — Fish - — — — — — 16
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Parameter

Chlordane

Chloride

Chlorobenzene

Chlorodibromomethane

Chloroform

Chloropyrifos

Chromium (VI)

Copper

Cyanide

Dalapon

Dibromochloropropane

44-DDT ++

o-Dichlorobenzene

Environmental Protection[567]

Chronic

Acute

Human Health — Fish
Human Health —F & W

Chronic
Acute
MCL

Human Health + — Fish
Human Health + —F & W
MCL

Human Health —F & W
Human Health — Fish

Human Health—F & W
Human Health — Fish

Chronic

Acute

Chronic

Acute

Human Health + — Fish
MCL

Chronic

Acute

Human Health + — Fish
Human Health + — F & W

Chronic

Acute

Human Health + — F & W
Human Health — Fish

MCL

MCL

Chronic

Acute

Human Health — Fish
Human Health —F & W

MCL

Use Designations
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B(CW1) B(CW2) B(WW-1) B(WW-2) B(WW-3) B(LW)

.004
2.5

389(m)*
629(m)*

.041
.083

40
60

20
30

3 89(m)*
629(m)*

.0043
2.4

389(m)*
629(m)*

.041
.083

16.90)
26.90)

52
22

.0043
2.4

389(m)*
629(m)*

16.90)
26.90)

52
22

.0043
2.4

389(m)*
629(m)*

16.90)
26.90)

52
22

.004
2.5

389(m)*
629(m)*

.041
.083

10

20

10
45

.001
.55

—  .0081
—  .008("

250%

- 1.6*©
— 1300
100 _

- 4.00
— 1300

— 570
— 47000

— 33650
100 -

— 1000
— 130000

— 1400
— 1400

— .0022()
—  .0022(0
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Parameter

para-Dichlorobenzene

3,3-Dichlorobenzidine

Dichlorobromomethane

1,2-Dichloroethane

1,1-Dichloroethylene

cis-1,2-Dichloroethylene

1,2-trans-Dichlorethylene

Dichloromethane

1,2-Dichloropropane

Dieldrin

Dinoseb

2,3,7,8-TCDD (Dioxin)

Diquat

2,4-D

Endosulfan(®)

Endothall

Endrin

Environmental Protection[567]

Human Health+ —F & W
Human Health + — Fish

Human Health — Fish
Human Health — F & W

Human Health —F & W
Human Health — Fish

Human Health—F & W
Human Health — Fish

Human Health —F & W
Human Health — Fish

MCL

Human Health + — F & W
Human Health — Fish

MCL

Human Health—F & W
Human Health — Fish

Chronic

Acute

Human Health — Fish
Human Health — F & W

MCL

Human Health—F & W
Human Health — Fish

MCL

Human Health + — F & W

Chronic
Acute
Human Health + — Fish

Human Health+ — F & W

MCL

Chronic

Acute

Human Health + — Fish
Human Health+ — F & W

Use Designations
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B(CW1) B(CW2) B(WW-1) B(WW-2) B(WW-3) B(LW)

.056
24

.056

24

.056

22

.036
.086

.056
24

.056
22

.036
.086

.056

24

.056

22

.036
.086

.056

24

.036
.086

C

70

20

100

HH

630
190()

.28
210

5.5
170()

3.80
370()

3300
7.1%@)

10*(®
140()

5.0(0
150

.00054()
.00052()

5.0-8(H
5.1-8e)

100

89(e)
620

.06()
.059(H
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Use Designations

Parameter B(CW1) B(CW2) B(WW-1) B(WW-2) B(WW-3) B(LW) C  HH
Ethylbenzene Human Health + — F & W - - - - - - — 5300
Human Health — Fish - - - - - - —  2100()
Ethylene dibromide MCL - - - - - - .05 -
Di(2-ethylhexyl)adipate MCL - - - - - - 400 -
bis(2-ethylhexyl)phthalate Human Health—F & W - - - - - - - 120
Human Health — Fish - - - - - - - 22(¢)
Fluoride MCL - - - - - - 4000 —
Glyphosate MCL - - - - - - 700 -
Heptachlor Chronic .0038 - .0038 .0038 .0038 .0038 - -
Acute .38 - 52 .52 .52 .38 - -
Human Health — Fish — - - - - - —  .00079()
Human Health —F & W - — — — — — —  .00079®
Heptachlor epoxide Chronic .0038 - .0038 .0038 .0038 .0038 - -
Acute 52 — 52 52 52 52 — -
Human Health—F & W — — — — — — — .00039(
Human Health — Fish - - - - - - — .00039()
Hexachlorobenzene Human Health — F & W - - - - - - — .0028®
Human Health — Fish - - - - - - —  .0029()
Hexachlorocyclopentadiene ~ Human Health —F & W - — — — — — — 400
Human Health — Fish - - - - - - — 1100
Lead Chronic 3 — 7.70) 7.70) 7.70) 3 — -
Acute 80 - 1970 1970) 1970) 80 - —
MCL - - - - - - 50 -
gamma-BHC (Lindane) Chronic N/A - N/A N/A N/A N/A - -
Acute 95 - 95 95 95 95 - -
Human Health + — Fish - - - - - - - 1.8(¢)
Human Health + — F & W - - - - - - — .98
Mercury (IT) Chronic 35 - 9 9 9 91 - -
Acute 6.5 — 1.64 1.64 1.64 1.7 — -
Human Health + — Fish — — — — — — - .15e
Human Health + — F & W — - - - - - — .05
Methoxychlor Human Health + —F & W - - - - - - — 100
Nickel Chronic 350 - 93(k) 93(k) 93(k) 150 - -
Acute 3250 — 843(k) 843(k) 843(k) 1400 — -
Human Health + — Fish - — - — - — —  4600()
Human Health+ — F & W - — — — — — — 6100
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Parameter

Nitrate as N

Nitrate + Nitrite as N
Nitrite as N

Oxamyl (Vydate)

Parathion

Pentachlorophenol (PCP)

Phenols

Picloram

Polychlorinated
Biphenyls (PCBs)

Polynuclear Aromatic

Hydrocarbons
(PAHSs)**

Selenium

Silver

2,4,5-TP (Silvex)
Simazine

Styrene

Environmental Protection[567]

MCL

MCL

MCL

MCL

Chronic

Acute

Chronic

Acute

Human Health — Fish
Human Health —F & W

Chronic

Acute

Human Health + — Fish
Human Health+ — F & W

MCL

Chronic

Acute

Human Health — Fish
Human Health —F & W

Chronic

Acute

Human Health — Fish
Human Health—F & W

Chronic

Acute

Human Health + — F & W
Human Health + — Fish

Chronic
Acute
MCL

MCL

MCL

MCL

Use Designations

IAC 5/16/12

B(CW1) B(CW2) B(WW-1) B(WW-2) B(WW-3) B(LW)

.013
.065

(d)
(d)

.03
30

N/A
30

.013
.065

(d
(d)

.03
30

N/A

.013
.065

(d
(d)

50
2500

N/A
3.8

.013
.065

(d
(d)

50
2500

N/A
3.8

.013
.065

(d
(d)

50
1000

.03
30

70
100

N/A
4

C HH
0% —
0% —
o
200
- 300
— 270
— 1700%)
— 2%
500
— 00064
— 00064
- 180
— 0380
— 1700
— 42000
50—
TN
. —
100 —
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Parameter

Tetracholorethylene

Thallium

Toluene

Total Residual
Chlorine (TRC)

Toxaphene

1,2,4-Trichlorobenzene

1,1,1-Trichlorethane

1,1,2-Trichloroethane

Trichloroethylene (TCE)

Trihalomethanes (total)(©)

Vinyl Chloride

Xylenes (Total)

Zinc

Environmental Protection[567]

Human Health—F & W
Human Health — Fish

Human Health + — F & W
Human Health + — Fish

Chronic

Acute

Human Health + — Fish
Human Health + — F & W

Chronic

Acute

Chronic

Acute

Human Health — Fish
Human Health — F & W

MCL

MCL
Human Health + — Fish

Human Health—F & W

Chronic

Acute

Human Health — Fish
Human Health — F & W

MCL

Human Health —F & W
Human Health — Fish

MCL

Chronic
Acute
Human Health + — Fish

Human Health+ —F & W

Use Designations
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B(CW1) B(CW2) B(WW-1) B(WW-2) B(WW-3) B(LW)

50
2500

35

.037
73

80
4000

200
220

50
2500

19

.002
73

80
4000

2150
2150

150
7500

19

.002
73

80
4000

2150
2150

150
7500

19

.002
73

80
4000

2150
2150

50
2500

20

.037
73

80
4000

100
110

70

200

HH

6.9
336

240

A7)

15%()
13000

.0028()
.0028(D

173%()

6

300(©)
25

250
24()

26*(©
7.4%®
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Chronic

Chronic

Chronic

Chronic

Acute

Acute

Acute

Acute

Environmental Protection[567]

*  units expressed as milligrams/liter

**  to include the sum of known and suspected carcinogenic PAHs (includes benzo(a)anthracene, benzo(b)fluoranthene,
benzo(k)fluoranthene, chrysene, dibenzo(a,h)anthracene, and indeno(1,2,3-cd)pyrene)

T expressed as nanograms/liter
+  represents the noncarcinogenic human health parameters

++  The concentrations of 4,4-DDT or its metabolites; 4,4-DDE and 4,4-DDD, individually shall not exceed the
human health criteria.

(a) units expressed as million fibers/liter (longer than 10 micrometers)
(b) includes alpha-endosulfan, beta-endosulfan, and endosulfan sulfate in combination or as individually measured

(c) The sum of the four trihalomethanes (bromoform [tribromomethane], chlorodibromomethane, chloroform
[trichloromethane], and dichlorobromomethane) may not exceed the MCL.

(d) Class B numerical criteria for pentachlorophenol are a function of pH using the equation: Criterion (ug/l) =
el1.005(pH) - X where e = 2.71828 and x varies according to the following table:

B(CW1) B(CW2) B(WW-1)  B(WW-2)  B(WW-3) B(LW)
Acute 3.869 — 4.869 4.869 4.869 4.869
Chronic 4.134 — 5.134 5.134 5.134 5.134

(e) This Class HH criterion would be applicable to any Class B(LW), B(CW1), B(WW-1), B(WW-2), or B(WW-3)
water body that is also designated Class HH.

(f) This Class HH criterion would be applicable to any Class C water body that is also designated Class HH.
(g) inorganic form only

(h) Class B(WW-1), B(WW-2), and B(WW-3) criteria listed in main table are based on a hardness of 200 mg/I (as
CaCOj; (mg/1)). Numerical criteria (ng/l) for cadmium are a function of hardness (as CaCO3 (mg/l)) using the
equation for each use according to the following table:

B(WW-1) B(WW-2) B(WW-3)
e[1.0166Ln(Hardness) - 3.924] e[1.0166Ln(Hardness) - 3.924] el[1.0166Ln(Hardness) - 3.924]
¢[0.7409Ln(Hardness) - 4.719] ¢[0.7409Ln(Hardness) - 4.719] ¢[0.7409Ln(Hardness) - 4.719]

(i) Class B(WW-1), B(WW-2), and B(WW-3) criteria listed in main table are based on a hardness of 200 mg/1 (as
CaCOj3 (mg/l)). Numerical criteria (ug/l) for copper are a function of hardness (CaCO3 (mg/1)) using the equation
for each use according to the following table:

B(WW-1) B(WW-2) B(WW-3)
e[0.9422Ln(Hardness) - 1.700] e[0.9422Ln(Hardness) - 1.700] ¢[0.9422Ln(Hardness) - 1.700]
¢[0.8545Ln(Hardness) - 1.702] e[0.8545Ln(Hardness) - 1.702] ¢[0.8545Ln(Hardness) - 1.702]

() Class B(WW-1), B(WW-2), and B(WW-3) criteria listed in main table are based on a hardness of 200 mg/I (as
CaCOj3; (mg/l)). Numerical criteria (ug/1) for lead are a function of hardness (CaCO3 (mg/1)) using the equation for
each use according to the following table:

B(WW-1) B(WW-2) B(WW-3)
el1.2731Ln(Hardness) - 1.46] el1.2731Ln(Hardness) - 1.46] el1.2731Ln(Hardness) - 1.46]
e[1.2731Ln(Hardness) - 4.705] el1.2731Ln(Hardness) - 4.705] e[1.2731Ln(Hardness) - 4.705]

(k) Class B(WW-1), B(WW-2), and B(WW-3) criteria listed in main table are based on a hardness of 200 mg/I (as
CaCOj3; (mg/l)). Numerical criteria (ng/l) for nickel are a function of hardness (CaCO3 (mg/1)) using the equation
for each use according to the following table:

B(WW-1) B(WW-2) B(WW-3)
¢l0.846Ln(Hardness) + 2.255] [0.846Ln(Hardness) + 2.255] [0.846Ln(Hardness) + 2.255]
£[0.846Ln(Hardness) + 0.0584] ¢[0.846Ln(Hardness) + 0.0584] £[0.846Ln(Hardness) + 0.0584]

(1) Class B(WW-1), B(WW-2), and B(WW-3) criteria listed in main table are based on a hardness of 200 mg/I (as
CaCOj; (mg/1)). Numerical criteria (ng/1) for zinc are a function of hardness (CaCO3 (mg/1)) using the equation for
each use according to the following table:

IAC 5/16/12
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B(WW-1) B(WW-2) B(WW-3)
Acute e[0.8473Ln(Hardness) + 0.884] ¢[0.8473Ln(Hardness) + 0.884] e[0.8473Ln(Hardness) + 0.884]
Chronic e[0.8473Ln(Hardness) + 0.884] ¢[0.8473Ln(Hardness) + 0.884] e[0.8473Ln(Hardness) + 0.884]

(m) Acute and chronic criteria listed in main table are based on a hardness of 200 mg/1 (as CaCO3 (mg/l)) and a sulfate
concentration of 63 mg/l. Numerical criteria (ug/l) for chloride are a function of hardness (CaCO3 (mg/1)) and
sulfate (mg/1) using the equation for each use according to the following table:

B(CW1), BCCW2), BOWW-1), B(WW-2). B(WW-3), B(LW)
Acute 287.8(Hardness)?-205797(Sulfate)-0-07452

Chronic 177.87(Hardness)0-205797(Sulfate)-0.07452

TABLE 2. Criteria for Dissolved Oxygen

(all values expressed in milligrams per liter)

B(CW1) B(CW2) B(WW-1) B(WW-2) B(WW-3) B(LW)

Minimum value for 7.0 7.0 5.0 5.0 5.0 5.0%
at least 16 hours of
every 24-hour period

Minimum value at 5.0 5.0 5.0 4.0 4.0 5.0%*
any time during
every 24-hour period

*applies only to the upper layer of stratification in lakes

TABLE 3a. Acute Criterion for Ammonia in Iowa Streams

Acute Criterion, mg/l as N
(or Criterion Maximum Concentration, CMC)
Class B(WW-1), B(WW-2), Class B(CW1) & B(CW2)

pH B(WW-3) & B(LW)

6.5 48.8 32.6
6.6 46.8 313
6.7 44.6 29.8
6.8 42.0 28.0
6.9 39.1 26.1
7.0 36.1 24.1
7.1 32.8 21.9
7.2 29.5 19.7
7.3 26.2 17.5
7.4 23.0 153
7.5 19.9 133
7.6 17.0 11.4
7.7 14.4 9.64
7.8 12.1 8.11
7.9 10.1 6.77
8.0 8.40 5.62
8.1 6.95 4.64
8.2 5.72 3.83
8.3 4.71 3.15
8.4 3.88 2.59
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Acute Criterion, mg/l as N
(or Criterion Maximum Concentration, CMC)

Class B(WW-1), B(WW-2),

Class B(CW1) & B(CW2)

pH B(WW-3) & B(LW)

8.5 3.20 2.14
8.6 2.65 1.77
8.7 2.20 147
8.8 1.84 123
8.9 1.56 1.04
9.0 1.32 0.885

IAC 5/16/12

TABLE 3b. Chronic Criterion for Ammonia in Iowa Streams - Early Life Stages Present

Chronic Criterion - Early Life Stages Present, mg/l as N
(or Criterion Continuous Concentration, CCC)
oH Temperature, °C
0 14 16 18 20 22 24 26 28 30

6.5 6.67 6.67 6.06 5.33 4.68 4.12 3.62 3.18 2.80 2.46
6.6 6.57 6.57 5.97 5.25 4.61 4.05 3.56 3.13 2.75 242
6.7 6.44 6.44 5.86 5.15 4.52 3.98 3.50 3.07 2.70 2.37
6.8 6.29 6.29 5.72 5.03 4.42 3.89 3.42 3.00 2.64 2.32
6.9 6.12 6.12 5.56 4.89 4.30 3.78 3.32 2.92 2.57 2.25
7.0 591 591 5.37 4.72 4.15 3.65 3.21 2.82 2.48 2.18
7.1 5.67 5.67 5.15 4.53 3.98 3.50 3.08 2.70 2.38 2.09
7.2 5.39 5.39 4.90 431 3.78 3.33 2.92 2.57 2.26 1.99
7.3 5.08 5.08 4.61 4.06 3.57 3.13 2.76 2.42 2.13 1.87
7.4 4.73 4.73 4.30 3.78 3.32 2.92 2.57 2.26 1.98 1.74
7.5 4.36 4.36 3.97 3.49 3.06 2.69 2.37 2.08 1.83 1.61
7.6 3.98 3.98 3.61 3.18 2.79 245 2.16 1.90 1.67 1.47
7.7 3.58 3.58 3.25 2.86 2.51 221 1.94 1.71 1.50 1.32
7.8 3.18 3.18 2.89 2.54 2.23 1.96 1.73 1.52 1.33 1.17
7.9 2.8 2.8 2.54 2.24 1.96 1.73 1.52 1.33 1.17 1.03
8.0 243 243 221 1.94 1.71 1.50 1.32 1.16 1.02 0.897
8.1 2.10 2.10 1.91 1.68 1.47 1.29 1.14 1.00 0.879 0.773
8.2 1.79 1.79 1.63 1.43 1.26 1.11 0.973 0.855 0.752 0.661
8.3 1.52 1.52 1.39 1.22 1.07 0.941 0.827 0.727 0.639 0.562
8.4 1.29 1.29 1.17 1.03 0.906 0.796 0.700 0.615 0.541 0.475
8.5 1.09 1.09 0.990 0.870 0.765 0.672 0.591 0.520 0.457 0.401
8.6 0.920 0.920 0.836 0.735 0.646 0.568 0.499 0.439 0.386 0.339
8.7 0.778 0.778 0.707 0.622 0.547 0.480 0.422 0.371 0.326 0.287
8.8 0.661 0.661 0.601 0.528 0.464 0.408 0.359 0.315 0.277 0.244
8.9 0.565 0.565 0.513 0.451 0.397 0.349 0.306 0.269 0.237 0.208
9.0 0.486 0.486 0.442 0.389 0.342 0.300 0.264 0.232 0.204 0.179
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TABLE 3c. Chronic Criterion for Ammonia in Iowa Streams - Early Life Stages Absent

Chronic Criterion - Early Life Stages Absent, mg/l as N
(or Criterion Continuous Concentration, CCC)

oH Temperature, °C

0-7 8 9 10 11 12 13 14 15% 16*
6.5 10.8 10.1 9.51 8.92 8.36 7.84 7.35 6.89 6.46 6.06
6.6 10.7 9.99 9.37 8.79 8.24 7.72 7.24 6.79 6.36 597
6.7 10.5 9.81 9.20 8.62 8.08 7.58 7.11 6.66 6.25 5.86
6.8 10.2 9.58 8.98 8.42 7.90 7.40 6.94 6.51 6.10 5.72
6.9 9.93 9.31 8.73 8.19 7.68 7.20 6.75 6.33 5.93 5.56
7.0 9.60 9.00 8.43 7.91 7.41 6.95 6.52 6.11 5.73 5.37
7.1 9.20 8.63 8.09 7.58 7.11 6.67 6.25 5.86 5.49 5.15
72 8.75 8.20 7.69 7.21 6.76 6.34 5.94 5.57 5.22 4.90
7.3 8.24 7.73 7.25 6.79 6.37 5.97 5.60 5.25 4.92 4.61
7.4 7.69 7.21 6.76 6.33 5.94 5.57 5.22 4.89 4.59 4.30
7.5 7.09 6.64 6.23 5.84 5.48 5.13 4.81 451 423 3.97
7.6 6.46 6.05 5.67 5.32 4.99 4.68 438 4.11 3.85 3.61
7.7 5.81 5.45 5.11 4.79 4.49 4.21 3.95 3.70 3.47 3.25
7.8 5.17 4.84 4.54 4.26 3.99 3.74 3.51 3.29 3.09 2.89
7.9 4.54 4.26 3.99 3.74 3.51 3.29 3.09 2.89 271 2.54
8.0 3.95 3.70 3.47 3.26 3.05 2.86 2.68 2.52 2.36 221
8.1 3.41 3.19 2.99 2.81 2.63 2.47 2.31 2.17 2.03 1.91
8.2 291 2.73 2.56 2.40 225 2.11 1.98 1.85 1.74 1.63
8.3 2.47 2.32 2.18 2.04 1.91 1.79 1.68 1.58 1.48 1.39
8.4 2.09 1.96 1.84 1.73 1.62 1.52 1.42 1.33 1.25 1.17
8.5 1.77 1.66 1.55 1.46 1.37 1.28 1.20 1.13 1.06 0.99
8.6 1.49 1.40 1.31 1.23 1.15 1.08 1.01 0.951 0.892 0.836
8.7 1.26 1.18 1.11 1.04 0.976 0.915 0.858 0.805 0.754 0.707
8.8 1.07 1.01 0.944 0.885 0.829 0.778 0.729 0.684 0.641 0.601
8.9 0.917 0.860 0.806 0.756 0.709 0.664 0.623 0.584 0.548 0.513
9.0 0.790 0.740 0.694 0.651 0.610 0.572 0.536 0.503 0.471 0.442

*At 15°C and above, the criterion for fish early life stage (ELS) absent is the same as the criterion for
fish ELS present.

TABLE 4. Aquatic Life Criteria for Sulfate for Class B Waters

(all values expressed in milligrams per liter)

Chloride
Hardness mg/l as CaCOs; Cl- <5 mg/l S5<=CI<25 25 <=Cl-<=500
H < 100 mg/l 500 500 500
100 <=H < =500 500 [-57.478 + 5.79 [1276.7 + 5.508
(hardness) + 54.163 (hardness) —1.457
(chloride)] x 0.65 (chloride)] x 0.65
H > 500 500 2,000 2,000

61.3(4) Class “C” waters. Rescinded IAB 4/18/90, effective 5/23/90.

61.3(5) Surface water classification. The department hereby incorporates by reference “Surface
Water Classification,” effective December 22, 2010. This document may be obtained on the
department’s Web site at http://www.iowadnr.com/water/standards/index.html.
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61.3(6) Cold water use designation assessment protocol. The department hereby
incorporates by reference “Cold Water Use Designation Assessment Protocol,” effective
December 15, 2004. This document may be obtained on the department’s Web site at
http://www.iowadnr.com/water/standards/index.html.

61.3(7) Warm water stream use assessment and attainability analysis protocol. The department
hereby incorporates by reference “Warm Water Stream Use Assessment and Attainability Analysis
Protocol,” effective March 22, 2006. This document may be obtained on the departments Web site at
http://www.iowadnr.com/water/standards/index.html.

61.3(8) Recreational use assessment and attainability analysis protocol. The department hereby
incorporates by reference “Recreational Use Assessment and Attainability Analysis Protocol,” effective
March 19, 2008. This document may be obtained on the department’s Web site.

This rule is intended to implement lowa Code chapter 455B, division I, and division III, part 1.
[ARC 8039B, IAB 8/12/09, effective 9/16/09; ARC 8214B, IAB 10/7/09, effective 11/11/09; ARC 8226B, IAB 10/7/09, effective
11/11/09; ARC 8466B, IAB 1/13/10, effective 2/17/10; ARC 9223B, IAB 11/17/10, effective 12/22/10]

567—61.4 to 61.9 Reserved.
VOLUNTEER MONITORING DATA REQUIREMENTS

567—61.10(455B) Purpose. The department uses water quality monitoring data for a number of
purposes, including determining compliance with effluent limits for operation permits issued under
567—Chapter 64. The department also uses water quality monitoring data to determine the relative
health of a water body by comparing monitoring data to the appropriate water quality standards
established in 567—Chapter 61, a process known as water body assessments. Water body assessments
are performed to prepare the biennial water quality report required under Section 305(b) of the Act and
the list of impaired waters under Section 303(d) of the Act.

Iowa Code sections 455B.193 to 455B.195 require that credible data, as defined in lowa Code section
455B.171, be used for the purpose of preparing Section 303(d) lists and other water quality program
functions. Data provided by a volunteer are not considered credible data unless provided by a qualified
volunteer. The purpose of this chapter is to establish minimum requirements for data produced by
volunteers to meet the credible data and qualified volunteer requirements.

567—61.11(455B) Monitoring plan required. Volunteer water quality monitoring data submitted to
the department must have been produced in accordance with a department-approved volunteer water
quality monitoring plan before the data may be used for any of the purposes listed in lowa Code section
455B.194. Approval of a plan will establish qualified volunteer status for the personnel identified in the
plan for those monitoring activities covered under the plan.

61.11(1) Submittal of the plan. Prior to initiation of volunteer water quality monitoring activities
intended to produce credible data, a water quality monitoring plan must be submitted to the department
for review and approval. The plan must be submitted to the Volunteer Monitoring Coordinator,
Department of Natural Resources, Wallace State Office Building, Des Moines, lowa 50319, a minimum
of 90 days before planned initiation of volunteer monitoring activities. A letter transmitting the plan
must specifically request formal review and approval of the plan and identify a contact person. Volunteer
monitors are encouraged to communicate with the department and to attend volunteer monitoring
training sessions prior to formal submittal of a plan.

61.11(2) Content of the plan. A volunteer monitoring plan must contain, at a minimum, the following
to be considered an acceptable volunteer monitoring plan:

a. A statement of the intent of the monitoring effort.

b.  The name(s) of the person or persons that will be involved in data collection or analysis, the
specific responsibilities of each person or group of people, and the general qualifications of the volunteers
to carry out those responsibilities. For groups, such as educational institutions, it will be acceptable to
identify the persons involved by general description (e.g., tenth grade biology class) with the exception
of persons in responsible charge.
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c¢.  The name(s) of the person or persons that will oversee the monitoring plan, ensure that quality
assurance and control objectives are being met, and certify the data. The person or persons in responsible
charge must have training commensurate with the level of expertise to ensure that credible data is being
generated.

d.  The duration of the volunteer monitoring effort. In general, the department will not approve
plans of greater than three years’ duration unless a longer duration is justified.

e. Location and frequency of sample collection.

f- Methods of data collection and analysis.

g Record keeping and data reporting procedures.

61.11(3) Department review of the plan. The department will review monitoring plans and normally
approve or disapprove the plan within 90 days of receipt. The department will work with the contact
person identified in the plan to make any necessary changes prior to taking formal action. The department
will use guidelines contained in the publications EPA Requirements for Quality Assurance Project Plans
(EPA QA/R-5, 2001) and Volunteer Monitor’s Guide to Quality Assurance Project Plans (1966, EPA
841-B-96-003) or equivalent updates to determine if the plans provide adequate quality assurance and
quality control measures. Approval or disapproval of the plan will be in the form of a letter and approval
may include conditions or limitations.

61.11(4) Changes in monitoring plans. The department must approve any changes to an approved
monitoring plan. Data collected under a modified plan will not be considered credible data until such
time as the department has approved the modifications. Modifications to an approved plan should be
submitted at the earliest possible time to avoid interruptions in data collection and to ensure continuity
of data.

61.11(5) Appeal of disapproval. If a monitoring plan submitted for approval is disapproved, the
decision may be appealed by filing an appeal with the director within 30 days of disapproval. The form
of the notice of appeal and appeal procedures are governed by 567—Chapter 7.

567—61.12(455B) Use of volunteer monitoring data. Data produced under an approved water quality
monitoring plan will be considered credible data for the purposes listed in lowa Code section 455B.194
if the following conditions are met.

61.12(1) Data submittal. A qualified volunteer monitor or qualified volunteer monitoring group
must specifically request that data produced under an approved volunteer monitoring plan be considered
credible data. A letter identifying the specific data must be submitted along with a certification from
the volunteer or the person in responsible charge for volunteer groups that the data, to the best of
the volunteer’s or responsible person’s knowledge, was produced in accordance with the approved
volunteer monitoring plan. The department shall provide a standard format on the IOWATER Web
site for submittal of qualified volunteer data and related information. The department encourages
volunteers to enter monitoring data on the IOWATER volunteer monitoring database maintained by the
department, but doing so does not constitute submittal to or acceptance of the data by the department
for uses requiring credible data. Volunteer data shall be labeled as such in any departmental reports,
Web sites, or databases.

61.12(2) Department review of submitted data. The department must review and approve the
submitted data. The person submitting the data will be informed of the department’s decision either
to accept or reject the data. The department will attempt to resolve any apparent inconsistencies or
questionable values in the submitted data prior to making a final decision.

567—61.13(455B) Department audits of volunteer monitoring activities. The department shall
conduct field audits of a statistically valid and representative sample of volunteer data collection
and analysis procedures to ensure compliance with an approved plan and may conduct confirmatory
monitoring tests. Volunteers shall be informed of any audit results and be provided with an opportunity
to address any concerns to the extent possible. The department reserves the right to rescind approval of
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an approved plan if it finds substantial problems that cannot be addressed in a timely manner to ensure
the quality of the data being produced.

These rules are intended to implement Iowa Code chapter 455B, division III, part 1.
[Filed March 15, 1966; amended March 20, 1967, October 14, 1969, June 8, 1971,
June 26, 1972, July 12, 1972, February 13, 1974]

[Filed 6/28/76, Notice 5/3/76—published 7/12/76, effective 8/16/76]
[Filed 7/1/77, Notice 2/23/77—published 7/27/77, eftective 8/31/77]
[Filed without Notice 7/28/77—published 8/24/77, effective 9/28/77]
[Filed 7/27/78, Notice 5/3/78—published 8/23/78, effective 9/27/78]
[Filed 2/2/79, Notice 11/1/78—published 2/21/79, effective 3/28/79]
[Filed 10/26/79, Notice 6/27/79—published 11/14/79, effective 12/19/79]
[Filed 8/29/80, Notice 6/25/80—published 9/17/80, effective 10/22/80]
[3/25/83, Notice 1/5/83—published 4/13/83, effective 5/18/83]
[Filed emergency 6/3/83—published 6/22/83, effective 7/1/83]
[Filed 12/2/83, Notice 6/22/83—published 12/21/83, effective 1/25/84]
[Filed 10/19/84, Notice 7/18/84—published 11/7/84, effective 12/12/84]
[Filed 7/12/85, Notice 3/13/85—published 7/31/85, effective 9/4/85]
[Filed 8/7/86, Notice 4/9/86—published 8/27/86, effective 10/1/86]
[Filed emergency 11/14/86—published 12/3/86, effective 12/3/86]
[Filed 3/30/90, Notice 8/9/89—published 4/18/90, effective 5/23/90]
[Filed 8/31/90, Notice 6/13/90—published 9/19/90, effective 10/24/90]
[Filed 10/26/90, Notice 7/11/90—published 11/14/90, effective 12/19/90]
[Filed 11/26/90, Notice 9/19/90—published 12/12/90, effective 1/16/91]
[Filed 7/19/91, Notice 2/20/91—published 8/7/91, effective 9/11/91]
[Filed 1/31/92, Notice 7/10/91—published 2/19/92, effective 3/25/92]
[Filed 2/28/92, Notice 11/13/91—published 3/18/92, effective 4/22/92]
[Filed 5/22/92, Notice 4/1/92—published 6/10/92, effective 7/15/92]
[Filed 7/31/92, Notice 5/13/92—published 8/19/92, effective 9/23/92]
[Filed 10/23/92, Notice 9/2/92—published 11/11/92, effective 12/16/92]
[Filed 5/21/93, Notice 2/17/93—published 6/9/93, effective 7/14/93]
[Filed 7/2/93, Notice 2/17/93—published 7/21/93, effective 8/25/93]
[Filed 10/22/93, Notice 8/18/93—published 11/10/93, effective 12/15/93]
[Filed 7/29/94, Notice 5/11/94—published 8/17/94, effective 9/21/94]
[Filed 5/19/95, Notice 2/15/95—published 6/7/95, effective 8/9/95]
[Filed 8/25/95, Notice 6/7/95—published 9/13/95, effective 10/18/95]
[Filed 2/23/96, Notice 12/20/95—published 3/13/96, effective 4/17/96]
[Filed 5/31/96, Notice 3/13/96—published 6/19/96, effective 7/24/96]
[Filed 1/24/97, Notice 10/9/96—published 2/12/97, effective 3/19/97]
[Filed 5/26/00, Notice 11/17/99—published 6/14/00, effective 7/19/00]
[Filed 9/29/00, Notice 5/17/00—published 10/18/00, effective 11/24/00]
[Filed 8/31/01, Notice 2/7/01—published 9/19/01, effective 10/24/01]
[Filed 5/24/02, Notice 1/9/02—published 6/12/02, effective 7/17/02]
[Filed 6/18/02, Notice 2/6/02—published 7/10/02, effective 8/14/02]
[Filed 5/22/03, Notice 1/8/03—published 6/11/03, effective 7/16/03]
[Filed 3/18/04, Notice 9/17/03—published 4/14/04, effective 5/19/04]
[Filed 4/23/04, Notice 9/17/03—published 5/12/04, effective 6/16/04]
[Filed 10/22/04, Notice 4/14/04—published 11/10/04, effective 12/15/04]
[Filed 1/27/06, Notice 9/14/05—published 2/15/06, effective 3/22/06]°
[Filed 4/6/07, Notice 12/6/06—published 4/25/07, effective 5/30/07]
[Filed 10/4/07, Notice 5/23/07—published 10/24/07, eftective 11/28/07]
[Filed 1/23/08, Notice 9/26/07—published 2/13/08, effective 3/19/08]
[Filed 4/18/08, Notice 10/24/07—published 5/7/08, effective 6/11/08]
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[Filed 9/15/08, Notice 7/30/08—published 10/8/08, effective 11/12/08]
[Filed ARC 8039B (Notice ARC 7624B, TAB 3/11/09), IAB 8/12/09, effective 9/16/09]
[Filed ARC 8226B (Notice ARC 7624B, IAB 3/11/09), IAB 10/7/09, eftective 11/11/09]
[Filed ARC 8214B (Notice ARC 7853B, IAB 6/17/09), IAB 10/7/09, effective 11/11/09]
[Filed ARC 8466B (Amended Notice ARC 8038B, IAB 8/12/09; Notice ARC 7368B, IAB 11/19/08),
IAB 1/13/10, effective 2/17/10]
[Filed ARC 9223B (Amended Notice ARC 8978B, IAB 7/28/10; Notice ARC 8599B, IAB 3/10/10),
IAB 11/17/10, effective 12/22/10]
[Filed ARC 9330B (Notice ARC 9153B, IAB 10/20/10), IAB 1/12/11, effective 2/16/11]!
[Editorial change: IAC Supplement 2/23/11]
[Filed ARC 0121C (Notice ARC 9998B, IAB 2/8/12), IAB 5/16/12, effective 6/20/12]

®  Two or more ARCs

February 16, 2011, effective date of 61.2(2) “g”(8) delayed 70 days by the Administrative Rules Review Committee at its
meeting held February 11, 2011.
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CHAPTER 502
ELECTRICIAN AND ELECTRICAL CONTRACTOR LICENSING PROGRAM—LICENSING
REQUIREMENTS, PROCEDURES, AND FEES

661—502.1(103) License categories and licenses required.

502.1(1) The following license categories are established:

Electrical contractor.
Residential electrical contractor.
Master electrician, class A.
Master electrician, class B.
Residential master electrician.
Journeyman electrician, class A.
Journeyman electrician, class B.
Residential electrician.
Apprentice electrician.

Special electrician.

Unclassified person.

. Inactive master electrician.

502.1(2) A person who holds any class of license issued by the board, other than a class B license,
a residential electrical contractor license, a residential master electrician license, or a residential
electrician license, may perform the work authorized by that license anywhere within the state of
Iowa. A person who holds a special electrician license may perform the work which is authorized by
that license endorsement. A person who holds a class B license may perform the work authorized by
that license except in a political subdivision which, by local ordinance, has, pursuant to lowa Code
section 103.29, subsection 4, restricted or barred such work by a person who holds a class B license. A
person who holds a residential electrical contractor license, a residential master electrician license, or
a residential electrician license may perform the work authorized by that license anywhere within the
state of lowa except within a political subdivision which has, by local ordinance, restricted the use of
such a license.

502.1(3) A person who does not have a current valid license shall not perform work as an electrician
or as an unclassified person. A person shall not perform work which requires licensing and which is not
specifically authorized under the license issued.

EXCEPTION 1: A person who holds a current valid license issued by a political subdivision may
perform work as an electrician or unclassified person within the corporate limits of the political
subdivision which issued the license.

EXCEPTION 2: A person may work for up to 100 continuous days as an unclassified person prior to
obtaining a license. Any documented time during which a person has worked as an unclassified person
prior to January 1, 2008, or any time during which a person has worked as a licensed unclassified person
shall be credited to any applicable experience requirement. Any time during which a person works as
an unclassified person without a license on or after January 1, 2008, shall not be counted toward any
such experience requirement, except that a person may receive credit for time worked as an unclassified
person on or after January 1, 2008, without a license if the person has applied for a license.

EXCEPTION 3: Electrical installations in buildings, including residences or facilities which are being
constructed as part of a course of instruction by an accredited educational institution, may be performed
by a person who is not licensed. Such installations are subject to the requirements for permits and
inspections pursuant to 661—Chapter 552.

502.1(4) An apprentice electrician or an unclassified person, while performing electrical work, shall
be directly supervised at all times by a master electrician or a journeyman electrician or, while performing
residential electrical work only, by a residential master electrician, a residential electrician, or a special
residential electrician. A master electrician, a journeyman electrician, a residential master electrician,
a residential electrician, or a special residential electrician shall at no time directly supervise more than
three apprentice electricians and unclassified persons at once. For purposes of this subrule, “unclassified
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person” includes a person who is working as an unclassified person and holds either an “unclassified
person” license or another license issued by the board.

502.1(5) A journeyman electrician or a residential electrician shall work under the general direction
of a master electrician or, while performing residential electrical work only, under the general direction
of a residential master electrician. A special residential electrician may perform residential work without

supervision or direction.
[ARC 8396B, IAB 12/16/09, effective 2/1/10; ARC 9234B, 1AB 11/17/10, effective 1/1/11; ARC 9811B, IAB 10/19/11, effective
12/1/11]

661—502.2(103) License requirements.

502.2(1) An electrical contractor license may be issued to a person who submits to the board the
required application with the applicable fee, who holds or employs a person who holds an active master
electrician license, who is registered as a contractor with the labor services division of lowa workforce
development, and who is not disqualified pursuant to rule 661—502.4(103). An electrical contractor
license issued to a person who holds a class B master electrician license is subject to the same restriction
of use as is the class B master electrician license.

502.2(2) A residential electrical contractor license may be issued to a person who is licensed as a
class A master electrician, a class B master electrician, or a residential master electrician and who is
registered with the state of lowa as a contractor pursuant to lowa Code chapter 91C.

502.2(3) A class A master electrician license may be issued to a person who submits to the board a
completed application with the applicable fee, who is not disqualified from holding a license pursuant to
rule 661—502.4(103), and who meets one of the following requirements:

a. Has completed one year of experience as a licensed journeyman electrician, and has passed a
supervised written examination for master electrician approved by the board with a score of 75 or higher;
or

b.  AsofDecember 31,2007, held a current valid license as a master electrician issued by a political
subdivision in lowa, the issuance of which required passing a supervised written examination approved
by the board, and one year of experience as a journeyman electrician; or

c. Holds a current class B master electrician license and has passed a supervised written
examination for master electrician approved by the board with a score of 75 or higher.

502.2(4) A class B master electrician license may be issued to a person who submits to the board a
completed application with the applicable fee; who is not disqualified from holding a license pursuant
to rule 661—502.4(103); who presents credible evidence of having worked for a total of 16,000 hours
of cumulative experience as a master electrician, of which at least 8,000 hours shall have been worked
since January 1, 1998; and whose experience as a master electrician began on or before January 1, 1998.

502.2(5) A residential master electrician license may be issued to a person who submits to the board
a completed application with the applicable fee, who is not disqualified from holding a license pursuant
to rule 661—502.4(103), and who meets one of the following requirements:

a. Holds a current residential electrician or journeyman electrician license, has 2,000 hours of
verified experience as a residential electrician or a journeyman electrician, and has passed a residential
master electrician examination approved by the board; or

b.  Holds a current special electrician license with a residential endorsement, has 4,000 hours of
verified experience, and has passed a residential master electrician examination approved by the board.

502.2(6) A class A journeyman electrician license may be issued to a person who submits to the
board a completed application with the applicable fee, who is not disqualified from holding a license
pursuant to rule 661—502.4(103), and who meets one of the following requirements:

a. Has successfully completed a registered apprenticeship program, has passed a supervised
written examination for journeyman electrician approved by the board with a score of 75 or higher, and
has completed four years of experience as an apprentice electrician.

b. Holds a current class B journeyman electrician license and has passed a supervised written
examination for journeyman electrician approved by the board with a score of 75 or higher.
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c.  Holds a current electrician license in another state, has passed a supervised written examination
for journeyman electrician approved by the board with a score of 75 or higher, and has satisfied the
sponsorship requirements for testing for a journeyman class A license by providing evidence of all of
the following:

(1) Current licensure as a journeyman or master electrician from another state which required
passing a test sponsored by that state.

(2) Completion of 18 hours of continuing education units approved by the board.

(3) Completion of 1,000 hours of work in Iowa as an unclassified person.

d. Holds a current license issued by the board, excluding a special electrician license other than
special residential electrician license; has passed a supervised written examination for journeyman
electrician approved by the board with a score of 75 or higher; has completed 54 hours of continuing
education approved by the board; and has completed 16,000 hours of electrical work while licensed
by the board, except as a special electrician other than a special residential electrician, as verified by a
master electrician licensed by the board. The 16,000 hours must include at least the following minimum
number of hours of work on commercial or industrial installations in the categories indicated: 500 hours
of preliminary work, 2,000 hours of rough-in work, 2,000 hours of finish work, 2,000 hours of lighting
and service work, 500 hours of troubleshooting, and 500 hours of motor control work. At least 4,000
hours of the 16,000 hours must have been completed by the applicant within the five years immediately
preceding the submission date of the application.

EXCEPTION: On or before December 31, 2019, a maximum of 10,000 of the required 16,000 hours of
verified work experience may have been completed between January 1, 2000, and December 31, 2007,
without licensure from the board or from any political subdivision.

e. Holds a current license issued by the board as a residential electrician or residential master
electrician, has passed a supervised written examination for journeyman electrician approved by the
board with a score of 75 or higher, and has completed 4,000 hours of work on commercial or industrial
electrical installations while licensed by the board, as verified by a master electrician licensed by the
board. The 4,000 hours must include at least the following minimum numbers of hours in the categories
indicated: 100 hours of preliminary work, 500 hours of rough-in work, 500 hours of finish work, 500
hours of lighting and service work, 100 hours of troubleshooting, and 100 hours of motor control work.

f Holds a current license issued by the board, has satisfactorily completed an approved
postsecondary electrical education program, has passed a supervised written examination for
journeyman electrician approved by the board with a score of 75 or higher, and, subsequent to beginning
the postsecondary electrical education program, has completed at least 6,000 hours of electrical work
while licensed by the board, as verified by a master electrician licensed by the board.

502.2(7) A class B journeyman electrician license may be issued to a person who submits to the
board a completed application with the applicable fee; who is not disqualified from holding a license
pursuant to rule 661—502.4(103); who presents credible evidence of having worked for a total of 16,000
hours of cumulative experience as a journeyman electrician or master electrician, of which at least 8,000
hours shall have been worked since January 1, 1998; and whose experience as a journeyman electrician
or master electrician began on or before January 1, 1998.

502.2(8) A residential electrician license may be issued to a person who submits to the board a
completed application with the applicable fee, who is not disqualified from holding a license pursuant to
rule 661—502.4(103), and who meets one of the following requirements:

a. Holds a current residential special electrician license and has held that license for a minimum
of one year and has passed a residential electrician examination approved by the board; or

b. Has completed 6,000 hours of experience as an apprentice electrician and has passed a
residential electrician examination approved by the board. An applicant may take the examination
required by this paragraph after completing 5,000 hours of experience as an apprentice electrician,
although the license will not be issued until the applicant has completed 6,000 hours of such experience;
or

c¢.  Has completed 4,000 hours of experience working under the direct supervision of a residential
master electrician, a residential electrician, a master electrician, or a journeyman electrician; has
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successfully completed a minimum of one academic year of an electrical trade school approved by the
board; and has passed a residential electrician examination approved by the board; or

d.  Has completed 8,000 hours of verified experience as a licensed unclassified person including at
least 2,000 hours of verified work experience in residential wiring and has passed a residential electrician
examination approved by the board; or

e. Has successfully completed a registered residential electrician apprenticeship program and
passed a supervised written residential electrician examination approved by the board with a score of
75 or higher.

502.2(9) A special electrician license may be issued to a person who submits to the board a
completed application with the applicable fee, who is not disqualified from holding a license pursuant
to rule 661—502.4(103), and who meets the qualifications for any endorsement entered on the license.
Each special electrician license shall carry one or more endorsements as specified in paragraphs “a”
through “d.”

a. Endorsement 1, “Irrigation System Wiring,” shall be included on a special electrician license if
the licensee requests it and has passed a supervised examination approved by the board or has completed
two years, or 4,000 hours, of documented experience in the wiring of irrigation systems.

b.  Endorsement 2, “Disconnecting and Reconnecting Existing Air Conditioning and Refrigeration
Systems,” shall be included on a special electrician license if the licensee requests it and has passed a
supervised examination approved by the board or has completed two years of documented experience in
the disconnecting and reconnecting of existing air conditioning and refrigeration systems.

NOTE: An individual who holds any of the following licenses issued by the plumbing and mechanical
systems board established pursuant to lowa Code section 105.3 is not required to hold a license issued
by the electrical examining board in order to perform disconnection and reconnection of existing air
conditioning and refrigeration systems:

1. Master HVAC.

2. Journeyperson HVAC.

3. Master refrigeration.

4. Journeyperson refrigeration.

c¢.  Endorsement 3, “Sign Installation,” shall be included on a special electrician license if the
licensee requests that it be included. This endorsement does not authorize a licensee to connect power to
a sign that has a voltage greater than 220V and an ampere rating greater than 20 amps. Initial installation
or upgrading of the branch circuits supplying power to the sign shall be completed by a licensed master
electrician or by a licensed journeyman electrician under the supervision of a master electrician.

d. Endorsement 4, “Residential Electrician,” shall be included on a special electrician license
if the licensee requests it and has passed a supervised written examination approved by the board
or has completed four years of documented experience performing residential electrical work. A
political subdivision may, by enactment of an ordinance filed with the board prior to its effective date,
require that a special electrician performing work authorized by this endorsement be supervised by a
master electrician. Special electrician licenses with “residential electrician” endorsements shall not be
issued after December 31, 2010. Renewals of special electrician licenses with “residential electrician”
endorsements shall not be issued after December 31, 2013.

502.2(10) An apprentice electrician license may be issued to a person who submits a completed
application to the board with the applicable fee, who is not disqualified pursuant to rule 661—502.4(103),
and who is participating in a registered apprenticeship program. A person may hold an apprentice
electrician license for no more than six years from the original date on which an apprentice electrician
license is granted, except that a person may apply to the board for an exception to this limitation based
upon a documented hardship. “Documented hardship” includes, but is not limited to, an interruption in
service as an apprentice electrician for active military duty or for an extended illness.

502.2(11) A license as an unclassified person may be issued to a person who submits a completed
application to the board with the applicable fee, who is not disqualified pursuant to rule 661—502.4(103),
and who is employed by a licensed electrical contractor. Any person who holds a current license issued
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by the board, including a special residential electrician license, but excluding other special electrician
licenses, may work as an unclassified person without holding an unclassified person license.

502.2(12) In lieu of renewal of the active master electrician license, an inactive master electrician
license may be issued to a holder of a master electrician license whose license is due for renewal and
who requests placement in inactive status. A holder of an inactive license shall maintain all requirements
which would apply for an active master electrician license, except for payment of the fee required for
an active license, during the term of the inactive license. If the license holder fails to meet any such
requirement during the term of the inactive license, the license holder shall not be entitled to reinstatement
of an active license. If the license holder continues to meet all such requirements while holding an
inactive license, the license holder may obtain an active master electrician license by surrendering the
inactive master electrician license, filing an application for reinstatement, and paying the applicable
license fee. The holder of an inactive license who seeks reinstatement of an active license shall not
receive any refund of the fee paid for the inactive license. A person who holds an inactive license
may not perform work which requires the person to be a holder of that license but may perform work
authorized by any active license issued by the board which the person holds.

502.2(13) Retaking an examination. If passage of an examination is a requirement for issuance of a
license:

a.  An applicant who has taken the examination for a license twice and has failed the examination
twice shall wait six months before taking the examination again and shall complete 12 hours of continuing
education approved by the board on subjects related to the standards specified in 661—Chapter 504.
After satisfying the requirements of this paragraph, the applicant may take the examination two additional
times, or a maximum of four times.

b.  An applicant who has satisfied the conditions of paragraph “a” and who has taken the
examination two additional times, or a total of four times, and has failed the examination four times
shall wait an additional six months and shall complete an additional 12 hours of continuing education
approved by the board on subjects related to the standards specified in 661—Chapter 504 before taking
the examination again. After satisfying the requirements of this paragraph, the applicant may take the
examination two additional times, or a maximum of six times.

¢.  An applicant who has satisfied the conditions of paragraph “b” and who has taken the
examination two additional times, or a total of six times, and has failed the examination six times shall
not be permitted to take the examination an additional time unless approved to do so by the board. An
applicant who wishes to take an examination after failing it six times shall wait six months and then
may petition the board to allow the applicant to take the examination an additional time. The applicant
may be required to appear personally before the board when the board is considering the petition.

502.2(14) Reciprocal licensing. A journeyman class A license may be issued, without examination,
to a person who holds a license from another state provided that:

a. The board has entered into an agreement with the other state providing for reciprocal issuance
of licenses and that the agreement recognizes the equivalency of the examination required for the license
issued by the other state and the examination required for the lowa license to be issued; and

b.  The applicant has successfully completed a supervised written examination approved by the
other state with a score of 75 or higher in order to obtain the license from the other state; and

c¢.  The applicant holds an applicable license from the other state at the time the application for an
Iowa license is filed and has held the applicable license from the other state continuously for one year at
the time the application for an Iowa license is filed; and

d.  The applicant has submitted:

(1) A completed application for the lowa license;

(2) A copy of the applicable license from the other state, clearly showing the license number and
any other identifying information;

(3) The applicable fee;

(4) The sworn affidavit required under subparagraph 502.2(14) “e ”’(2), if applicable; and

(5) Any other information required by the board; and

e. The applicant has either:
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(1) Completed an approved apprenticeship program; or
(2) Completed 16,000 hours of electrical work as an electrician licensed by the other state, as

documented by submission of a sworn affidavit signed by the applicant.
[ARC 8396B, IAB 12/16/09, effective 2/1/10; ARC 9234B, IAB 11/17/10, effective 1/1/11; ARC 9626B, IAB 7/27/11, effective
9/1/11; ARC 9811B, IAB 10/19/11, effective 12/1/11; ARC 0120C, IAB 5/16/12, effective 7/1/12]

661—502.3(103) License terms and fees. The following table sets out the length of term of each license
and the fee for the license.

License Type Term Fee
Electrical Contractor 3 years $375
Residential Electrical Contractor 3 years $375
Master Electrician, Class A 3 years $375
Master Electrician, Class B 3 years $375
Residential Master Electrician 3 years $375
Journeyman Electrician, Class A 3 years $75
Journeyman Electrician, Class B 3 years $75
Residential Electrician 3 years $75
Special Electrician 3 years $75
Apprentice Electrician 1 year $20
Unclassified Person 1 year $20
Inactive Master Electrician 3 years $75

502.3(1) Fees are payable in advance with the application, by check or warrant to the Department
of Public Safety. The memo area of the check should read “Electrician License Fees.”

502.3(2) Notice of renewal shall be provided to each licensee no less than 30 days prior to the
expiration of the current license.

502.3(3) If a license is issued for less than the period of time specified in the table above, the fee
shall be prorated according to the number of months for which the license is issued.

502.3(4) A licensee who is on active military deployment for 91 or more consecutive calendar days
during the term of a license may have the license period tolled as follows. “Tolled” means that the
expiration date of the license shall be delayed for the period of time during which the license term is
tolled.

a. A licensee who is on active military deployment for 91 or more consecutive calendar days
during a licensing period may have the license terms tolled for one year.

b. A licensee who is on active military deployment for 366 or more consecutive calendar days
during a licensing period may have the license terms tolled for two years.

c¢. A licensee who is on active military deployment for 91 or more consecutive calendar days but
fewer than 366 consecutive calendar days may petition the board to have the license tolled for two years
upon a showing of a special hardship which would not be alleviated by tolling the license term for only
one year.

d.  Alicensee who requests that the term of a license be tolled pursuant to this subrule shall provide
a copy of military orders showing the beginning and ending dates of the deployment or deployments
which are the basis for the request.

502.3(5) A licensee may obtain a replacement license for a license that has been lost. To order a
replacement license, the licensee shall notify the board office in writing that the license has been lost and
shall provide any information required by the board office, which may include, but is not limited to, the
license number, the name of the licensee, and a description of the circumstances of the loss, if known.
The fee for issuance of a replacement license shall be $15.

EXCEPTION: If a licensee who is located in an area covered by a disaster emergency proclamation
issued by the governor pursuant to lowa Code section 29C.6 which is currently in force or has been
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in force within the previous 90 days certifies to the board that the license was lost as a direct result of
conditions which relate to the issuance of the disaster emergency proclamation, the fee for replacement

of the license shall be waived.
[ARC 8396B, IAB 12/16/09, effective 2/1/10; ARC 9234B, IAB 11/17/10, effective 1/1/11]

661—502.4(103) Disqualifications for licensure. An application for a license shall be denied if any of
the following apply:

502.4(1) The applicant fails to meet the requirements for the license for which the applicant has
applied or the applicant fails to provide adequate documentation of any requirement.

502.4(2) The applicant has previously had a license revoked or suspended by the board, and the
circumstances which formed the basis of the revocation or suspension have not been corrected. If
a license was revoked or suspended and conditions were imposed for the restoration of the license,
licensure shall be denied unless those conditions have been met.

502.4(3) The applicant has been denied, for cause, a license to work, or a license as an electrician
has been revoked, for cause, in any other state or political subdivision and the applicant has not
subsequently received a license from the state or political subdivision which denied or revoked the
license. An applicant who has been denied a license pursuant to this provision may apply to the board
for a license and, upon a showing of evidence satisfactory to the board that the condition or conditions
which led to the denial or revocation no longer apply, the board may grant the license to the applicant.

502.4(4) The applicant falsifies or fails to provide any information requested in connection with the
application or falsifies any other information provided to the board in support of the application.

502.4(5) The applicant may be denied a license if the applicant has previously been convicted of a
criminal offense involving, but not limited to, fraud, misrepresentation, arson or theft, or if the applicant
is currently delinquent in paying employment taxes to the state of lowa or the United States. If the denial
is based upon conviction of a criminal offense, the board shall examine the specific circumstances of the
offense and may grant the license if, in the judgment of the board, sufficient time has passed since the
conviction and there is no further evidence of criminal conduct on the part of the applicant.

502.4(6) The applicant has unpaid fees due to the board which are 120 days or more past due. The
license for which the applicant applied may be issued after the fees are paid if the applicant is not

otherwise disqualified from obtaining the license.
[ARC 8396B, IAB 12/16/09, effective 2/1/10; ARC 0120C, IAB 5/16/12, effective 7/1/12]

661—502.5(103) License application. Any person seeking a license from the board shall submit a
completed application to the board accompanied by the applicable fee payable by check, money order, or
warrant to the lowa Department of Public Safety. The memo area of the check should read “Electrician
Licensing Fees.” The application shall be submitted on the form prescribed by the board, which may be

obtained from the board office.
[ARC 8396B, IAB 12/16/09, effective 2/1/10]

661—502.6(103) Restriction of use of class B licenses by political subdivisions. A political
subdivision may disallow or restrict the use of a class B license to perform electrical work within
the geographic limits of that subdivision through adoption of a local ordinance. A copy of any such
ordinance shall be filed with the board office prior to the effective date of the ordinance. If a class B
license holder held a license issued or recognized by a political subdivision on December 31, 2007, that
political subdivision may not restrict the license holder from performing work which would have been
permitted under the terms of the license issued or recognized by the political subdivision.

EXCEPTION 1: An ordinance restricting or disallowing electrical work by holders of class B licenses
shall not apply to work which is not subject to the issuance of permits by the political subdivision.

EXCEPTION 2: An ordinance restricting or disallowing electrical work by holders of class B licenses
which was passed prior to January 1, 2008, shall be filed with the board as soon as practicable and, in

any case, no later than April 1, 2008.
[ARC 8396B, IAB 12/16/09, effective 2/1/10]
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661—502.7(103) Financial responsibility. Any holder of an electrical contractor license or any holder
of an electrician license who is not employed by a licensed electrical contractor and who contracts to
provide electrical work which requires a license issued pursuant to 661—Chapters 500 through 503 shall,
at all times, maintain insurance coverage as provided in this rule.

502.7(1) The licensee shall maintain general and complete operations liability insurance in the
amount of at least $1 million for all work performed which requires licensing pursuant to 661—Chapters
500 through 503.

a. The carrier of any insurance coverage maintained by the licensee to meet this requirement shall
notify the board 30 days prior to the effective date of cancellation or reduction of the coverage.

b.  The licensee shall cease operation immediately if the insurance coverage required by this rule
is no longer in force and other insurance coverage meeting the requirements of this rule is not in force.
A licensee shall not initiate any electrical work which cannot reasonably be expected to be completed
prior to the effective date of the cancellation of the insurance coverage required by this rule and of which
the licensee has received notice, unless new insurance coverage meeting the requirements of this rule
has been obtained and will be in force upon cancellation of the prior coverage.

502.7(2) Reserved.
[ARC 8396B, IAB 12/16/09, effective 2/1/10]

These rules are intended to implement 2007 lowa Acts, chapter 197.
[Filed emergency 12/17/07—published 1/16/08, effective 1/1/08]
[Filed ARC 8396B (Notice ARC 8160B, IAB 9/23/09), IAB 12/16/09, effective 2/1/10]
[Filed ARC 9234B (Notice ARC 9099B, IAB 9/22/10), IAB 11/17/10, effective 1/1/11]
[Filed ARC 9626B (Notice ARC 9515B, IAB 5/18/11), IAB 7/27/11, effective 9/1/11]
[Filed ARC 9811B (Notice ARC 9652B, IAB 8/10/11), IAB 10/19/11, effective 12/1/11]
[Filed ARC 0120C (Notice ARC 0038C, IAB 3/7/12), IAB 5/16/12, effective 7/1/12]
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CHAPTER 552
ELECTRICAL INSPECTION PROGRAM—PERMITS AND INSPECTIONS

661—552.1(103) Required permits and inspections.

552.1(1) Permits and inspections are required for any of the following electrical installations that
are initiated on or after February 1, 2009:

a.  All new electrical installations for commercial or industrial applications, including installations
both inside and outside buildings, and for public-use buildings and facilities and any installation at the
request of the owner.

b.  All new electrical installations for residential applications in excess of single-family residential
applications.

c.  Allnew electrical installations for single-family residential applications requiring new electrical
service equipment.

d.  Any existing electrical installation observed during inspection which constitutes an electrical
hazard. Existing installations shall not be deemed to constitute electrical hazards if the wiring was
originally installed in accordance with the electrical code in force at the time of installation and has
been maintained in that condition.

e. Inspections of alarm system installations, rules for which are intended to be adopted as new
661—Chapter 560.

EXCEPTION 1:[See Objection at end of chapter] Installations in political subdivisions which perform
electrical inspections and which are inspected by the political subdivision are not required to be
inspected by the state electrical inspection program. Any installation which is subject to inspection
and is on property owned by the state or an agency of the state shall be inspected by the state electrical
inspection program. An electrical installation on a farm which is located outside the corporate limits of
any municipal corporation (city) shall not be inspected by a political subdivision, shall require a state
electrical permit, and may be subject to a state electrical inspection, unless the installation is subject to
Exception 2 or Exception 3.

EXCEPTION 2: Any electrical work which is limited to routine maintenance shall not require an
inspection.

EXCEPTION 3: Neither a permit nor an inspection is required for an electrical installation which meets
all of the following criteria:

1. The installation is legally performed by a master electrician, journeyman electrician, or
apprentice electrician working under the direct supervision of a master or journeyman electrician.

2. The installation to be performed does not in any way involve work within an existing or new
switchboard or panel board.

3. The installation to be performed does not involve over-current protection of more than 30
amperes.

4. The installation to be performed does not involve any electrical line-to-ground circuit of more
than 277 volts, single phase.

552.1(2) The owner of a property on which multiple electrical installations may be performed during
a 12-month period may apply for an annual permit to cover all such installations. The holder of an annual
permit shall maintain a log of all installations performed pursuant to the annual permit. The owner shall
cause the electrical inspection program to be notified of any such installation requiring an inspection
and shall be subject to fees for such inspections as though an individual permit had been issued for each
installation requiring an inspection. The fee for an annual permit shall be $100. The log shall be available

to an electrical inspector on the request of the inspector.
[ARC 8396B, IAB 12/16/09, effective 2/1/10]

661—552.2(103) Request for inspection. Prior to commencement of any electrical installation
requiring an inspection, the person making such installation shall notify the electrical inspection
program of the installation by applying for a permit, unless the installation is covered by an annual
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permit issued pursuant to subrule 552.1(2), and shall request an inspection of the installation through
one of the following methods:

552.2(1) An inspection may be requested by completing and electronically submitting a Request for
Permit form, available on the Web site of the electrical inspection program. Payment of the permit and
inspection fees shall be submitted with the form in accordance with the instructions on the electrical
inspection section Web site.

NOTE: The Web site to obtain, complete, and submit a Request for Permit form is, as of October 29,
2008: www.dps.state.ia.us/fim/electrical/inspection/.

552.2(2) An inspection may be requested by completing a Request for Inspection form and mailing it
to the electrical inspection section as provided in rule 661—550.2(103). The Request for Inspection form
may be obtained upon request to the electrical inspection section or from the Web site of the electrical
inspection program. If a Request for Inspection form is submitted by mail, it shall be postmarked no less
than seven days prior to the commencement of the installation.

552.2(3) An inspection may be requested by completing a Request for Inspection form and
submitting it by fax transmission to the electrical inspection section at (515)725-6151. The Request
for Inspection form may be obtained upon request to the electrical inspection section or from the Web
site of the electrical inspection program.

552.2(4) Modification of permits and failure to pay inspection fees. Inspection fees will normally be
paid at the time a permit is obtained. However, additional fees may apply if a permit is modified by an
inspector, based upon inspection of the electrical installation. The person who obtained the original
permit shall be notified immediately by the inspector of the modification and of the amount of any
additional fees which are due. Any additional fees shall be due at the time the person responsible for
payment receives notification of modification of the permit.

a. Ifanadditional fee or portion of the fee is more than 60 days past due, the staff of the board shall
notify the person responsible for payment of the fee of the necessity of promptly making the payment.

b.  If an additional fee or portion of the fee is more than 120 days past due, the secretary of the
board may suspend the ability of the person responsible for the payment to obtain inspection permits.
The secretary shall restore the person’s ability to obtain permits when payment of the past due amount
has been received. Suspension of a person’s ability to obtain permits may be appealed to the board as
provided in rule 661—503.4(103).

c. If payment of a fee or portion of a fee is more than 180 days past due, the board may refer the

debt for collection to the department of revenue pursuant to lowa Code chapter 272D.
[ARC 8396B, IAB 12/16/09, effective 2/1/10; ARC 0120C, IAB 5/16/12, effective 7/1/12]

661—552.3(103) Scheduling of inspections. Subject to the availability of electrical inspectors, the
electrical inspector whose territory includes the location of a requested inspection shall schedule the
requested inspection to be completed within three business days of the receipt of the request. If an
inspection for which a timely request has been made is not completed within three business days of the
completion of the installation, a licensee who completed the installation may energize any new circuits
included in the installation, although the installation remains subject to condemnation and disconnection
if found to be out of compliance with any applicable provision of 661—Chapter 504 when inspected.

661—552.4(103) Report of inspection. After the completion of an inspection, the inspector shall issue
an inspection report on a form prescribed by the board. The report shall indicate the results of the
inspection, which may be any of the following:

552.4(1) Approval. If the inspector finds that the installation is in compliance with applicable
requirements, the inspector shall issue a report indicating that the installation is approved.

552.4(2) Order of correction. If the inspector finds that the installation is not in compliance with
applicable requirements but does not present an imminent threat to the health or safety of any person, the
inspector shall issue an order of correction, prescribing a time frame during which corrective action shall
be taken by the licensee responsible for the installation to bring the installation fully into compliance.
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552.4(3) Order of disconnection. If the inspector finds that the installation is not in compliance
with applicable requirements and presents an imminent threat to the health or safety of any person,
the inspector shall issue an order of disconnection, requiring that the installation be disconnected until
corrective action has been taken which brings the installation into full compliance with applicable
requirements. The installation shall not be reconnected until corrective action has been completed
and the corrected installation has been approved by an inspector as in compliance with all applicable
requirements. The inspector issuing an order of disconnection shall notify the utility providing electrical
service to the location of the order and shall notify the utility when the order of disconnection is no
longer effective.

661—552.5(103) Appeals. An order of correction or an order of disconnection may be appealed.
However, an order of disconnection shall be complied with immediately, and the installation shall not
be reconnected pending the outcome of the appeal.

552.5(1) A person who has received an order of correction or disconnection may request an informal
appeal to the chief electrical inspector within 14 days of receiving the order by contacting the electrical
inspection section by telephone, fax, E-mail, or mail. The informal appeal may be heard in any manner
agreed to by the person filing the appeal and the chief electrical inspector. If the order is upheld by the
chief electrical inspector, the person receiving the order may file a formal appeal pursuant to subrule
552.5(2).

552.5(2) A person who has received an order of correction or disconnection may file a request for a
formal appeal to the board within 30 days of receiving the order or, if the person has filed a request for
an informal appeal, within 30 days of having been notified that the chief electrical inspector has upheld
the order. Formal appeals shall be processed as provided in 661—Chapter 10, except that wherever
“commissioner” or “department of public safety” appears in those rules, “electrical examining board”
shall be substituted.

These rules are intended to implement 2007 lowa Acts, chapter 197.

[Filed 10/29/08, Notice 9/24/08—published 11/19/08, effective 1/1/09]
[Filed emergency 11/23/08—published 12/17/08, effective 1/1/09]
[Filed ARC 8396B (Notice ARC 8160B, IAB 9/23/09), IAB 12/16/09, effective 2/1/10]
[Editorial change: IAC Supplement 2/8/12]
[Filed ARC 0120C (Notice ARC 0038C, IAB 3/7/12), IAB 5/16/12, effective 7/1/12]
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OBJECTION

N OFFICE OF THE GOVERNOR

GOVERNOR

KimM REYNOLDS
LT. GOVERNOR

January 23, 2012

Commissioner Larry Noble

Iowa Department of Public Safety

Department of Public Safety Headquarters Building
215 E . 7™ Street

Des Moines, 1A 50319

Dear Commissioner Noble:

1 object to the portions of lowa Admin. Code r. 661-551.2 and 661-552.1 which regulate electrical installations
on farms as defined in Iowa Code §103.1. These filings were adopted by the Electrical Examining Board and
published as part of ARC 7346B in XXXI IAB 11 (11-19-2008) and ARC 8396B in XXXII IAB 13 (12-16-
2009), respectively.

The Elecirical Examining Board has gone beyond their statutory authority. Iowa Code chapter 103 does not
grant authority to the Electrical Examining Board to adopt rules to regulate electrical installations on farms by
requiring a request for an inspection, a permit and/or an inspection. I find that the Electrical Examining Board
went beyond the authority delegated to the agency when it included farm electrical installations within the
definition of 2 “commercial installation™ in lowa Admin. Code 1. 661-551.2. I further object to that portion of
the third sentence of EXCEPTION 1 to Iowa Admin. Code r. 661-552.1(1) which requires a state electrical permit
and/or an electrical inspection for a farm electrical installation as it is beyond the delegated authority of the
agency.

The permit and inspection requirements for electrical installations on farms are unreasonable, arbitrary and
capricious for several reasons. These rules increase the regulatory burden on farms and farmers. This power-
grab by the Electrical Examining Board hurts hard-working Iowa farmers. It leads to unwanted government
intrusion. It imposes the very costs on farmers that the legislature intended to protect them from when it created
common-sense exemption for farmers. (2007 Iowa Acts, chapier 197). This rule hurts the opportunity of hard-
working Iowa farmers to earn a living, free from undue bureaucratic interference. These over-reaching rules
harm economic opportunities in agriculture and job growth in Iowa.

STATE CAPITOL DES MOINES, IOWA 50319 515.281.5211 FAX 515.281.6611 WWW.GOVERNOR.IOWA.GOV
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The portions of the lowa Administrative Code r. 661-551.2 and 661-552.1 as described herein, are deemed to be
unreascnable, arbitrary, capricious, or otherwise beyond the authority delegated to the agency. This letter
constitutes notification of my objection to the above referenced rules as required by Iowa Code §17A.4(6).

Certified as a true and correct copy of my objection this 23™ day of January 2012, by:

i 2
A

P—
Terry E. Branstad, Governor

cc:  Electrical Examining Board
Administrative Code Editor

Objection filed January 23, 2012
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1.1(17A,421)
1.2(421,17A)
1.3(421,17A)

Revenue[701]

REVENUE DEPARTMENT|[701]

Created by 1986 Iowa Acts, Chapter 1245.

CHAPTER 1
STATE BOARD OF TAX REVIEW—ADMINISTRATION
Establishment, membership and location of the state board of tax review
Powers and duties of the state board
Powers and duties not subject to the jurisdiction of the state board

CHAPTER 2

STATE BOARD OF TAX REVIEW—CONDUCT OF APPEALS AND

RULES OF PRACTICE AND PROCEDURE

DIVISION I
APPELLATE CASES

GENERAL RULES OF PRACTICE AND PROCEDURE FOR FINAL CONTESTED CASE DECISIONS OF

2.1(421,17A)
2.2(421,17A)
2.3(421,17A)
2.4(421,17A)
2.5(421,17A)
2.6(421,17A)
2.7(421,17A)
2.8(421,17A)
2.9(421,17A)
2.10(17A,421)
2.11(421,17A)
2.12(421,17A)
2.13(17A,421)
2.14(17A,421)
2.15(17A,421)
2.16(17A,421)

2.17(421,17A)
2.18(17A)

2.19(421,17A)
2.20(421,17A)
2.21(421,17A)
2.22(421,17A)
2.23(421,17A)
2.24(421,17A)
2.25(421,17A)
2.26(421,17A)
2.27(421,17A)
2.28(421,17A)
2.29(421,17A)
2.30(17A)

OR ATTRIBUTABLE TO THE DIRECTOR OF REVENUE
Definitions
Appeal and jurisdiction
Form of appeal
Certification by director
Motions
Answer
Docketing
Filing of papers
Hearing an appeal
Appearances by appellant
Authority of state board to issue procedural orders
Continuances
Place of hearing
Members participating
Presiding officer
Appeals of state board decisions

DIVISION II
ORIGINAL JURISDICTION

RULES GOVERNING CONTESTED CASE PROCEEDINGS
IN WHICH THE STATE BOARD HAS ORIGINAL JURISDICTION
TO COMMENCE A CONTESTED CASE PROCEEDING

Applicability and scope
Definitions

Time requirements
Notice of appeal

Form of appeal
Certification by director
Answer

Docketing

Appearances by appellant
Place of hearing
Transcript of hearing
Requests for contested case proceeding
Notice of hearing
Presiding officer

Analysis, p.1
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2.31(421,17A)
2.32(421,17A)
2.33(421,17A)
2.34(17A,421)
2.35(421,17A)
2.36(17A)

2.37(421,17A)
2.38(421,17A)
2.39(421,17A)
2.40(421,17A)
2.41(421,17A)
2.42(17A)

2.43(421,17A)
2.44(421,17A)
2.45(421,17A)
2.46(421,17A)
2.47(421,17A)
2.48(421,17A)
2.49(421,17A)
2.50(421,17A)
2.51(421,17A)
2.52(421,17A)
2.53(421,17A)
2.54(421,17A)

3.1(421,422,423)

4.1(421)

5.1(17A,22)
5.3(17A,22)
5.6(17A,22)

5.9(17A,22)
5.10(17A,22)
5.11(17A,22)
5.12(17A,22)
5.13(17A,22)
5.14(17A,22)
5.15(17A,22)
5.16(17A,22)

Revenue[701] IAC 5/16/12

Transfer of case for hearing or appeal
Waiver of procedures

Telephone proceedings
Disqualifications of a presiding officer
Consolidation and severance

Service and filing of pleadings and other papers
Discovery

Subpoenas

Motions

Prehearing conference

Continuances

Withdrawals

Intervention

Hearing procedures

Evidence

Default or dismissal

Ex parte communication

Recording costs

Interlocutory appeals

Final decision

Applications for rehearing

Stays of agency and board actions

No factual dispute contested case
Appeal and review of a state board decision

CHAPTER 3
VOLUNTARY DISCLOSURE PROGRAM
Voluntary disclosure program

CHAPTER 4
MULTILEVEL MARKETER AGREEMENTS
Multilevel marketers—in general

CHAPTER 5

PUBLIC RECORDS AND FAIR INFORMATION PRACTICES

(Uniform Rules)
Definitions
Requests for access to records
Procedure by which additions, dissents, or objections may be entered into certain
records
Disclosures without the consent of the subject
Routine use
Consensual disclosure of confidential records
Release to subject
Availability of records
Personally identifiable information
Other groups of records
Applicability
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6.1(17A)

6.2(17A)
6.3(17A)
6.4(17A)
6.5(17A)
6.6(422)
6.7(68B)
6.8(421)

7.1(17A)
7.2(17A)
7.3(17A)
7.4(17A)
7.5(17A)
7.6(17A)
7.7(17A)
7.8(17A)
7.9(17A)
7.10(17A)
7.11(17A)
7.12(17A)
7.13(17A)
7.14(17A)
7.15(17A)
7.16(17A)
7.17(17A)
7.18(17A)
7.19(17A)
7.20(17A)
7.21(17A)
7.22
7.23(17A)
7.24(17A)
7.25(17A)
7.26(17A)
7.27(9C,91C)
7.28 and 7.29
7.30(421)
7.31(421)
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TITLE I
ADMINISTRATION

CHAPTER 6
ORGANIZATION, PUBLIC INSPECTION
Establishment, organization, general course and method of operations, methods by
which and location where the public may obtain information or make submissions
or requests
Public inspection
Examination of records
Copies of proposed rules
Regulatory analysis procedures
Retention of records and returns by the department
Consent to sell
Tax return extension in disaster areas

CHAPTER 7
PRACTICE AND PROCEDURE BEFORE THE
DEPARTMENT OF REVENUE

DIVISION I

INFORMAL, FORMAL, ADMINISTRATIVE AND JUDICIAL REVIEW PROCEDURES

APPLICABLE TO CONTESTED CASES AND OTHER PROCEEDINGS
COMMENCED PRIOR TO JULY 1, 1999

Definitions

Scope of rules

Business hours

Computation of time, filing of documents

Form and style of papers

Persons authorized to practice before the department
Resolution of tax liability

Protests

Identifying details

Docket

Informal procedures and dismissals of protests
Answer

Subpoenas

Commencement of contested case proceedings
Discovery

Prehearing conference

Contested case proceedings

Interventions

Record and transcript

Rehearing

Service

Reserved

Ex parte communications

Licenses

Declaratory rulings—in general

Department procedure for rule making—in general
Procedure for nonlocal business entity bond forfeitures
Reserved

Definitions which apply to rules 701—7.31(421) to 701—7.35(421)
Abatement of unpaid tax
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7.32(421)
7.33(421)
7.34(421)
7.35(421)

7.36(421,17A)
7.37(421,17A)
7.38(421,17A)
7.39(17A)
7.40(17A)
7.41(17A)
7.42(17A)
7.43(17A)
7.44(17A)
7.45(17A)
7.46(17A)
7.47(17A)
7.48(17A)
7.49(17A)
7.50(17A)
7.51(17A)
7.52(17A)
7.53(17A)
7.54(17A)
7.55(17A)
7.56(17A)
7.57(17A)
7.58(17A)
7.59(17A)
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Time and place of taxpayer interviews
Mailing to the last-known address
Power of attorney
Taxpayer designation of tax type and period to which voluntary payments are
to be applied
DIVISION II
INFORMAL, FORMAL, ADMINISTRATIVE AND JUDICIAL REVIEW PROCEDURES

APPLICABLE TO CONTESTED CASES AND OTHER PROCEEDINGS
COMMENCED ON OR AFTER JULY 1, 1999

Applicability and scope of rules

Definitions

Applicability of rules set forth in Division I of Chapter 7
Business hours

Persons authorized to represent themselves or others
Protest

Identifying details

Docket

Informal procedures and dismissals of protests
Answer

Subpoenas

Commencement of contested case proceedings
Discovery

Prehearing conference

Contested case proceedings

Record and transcript

Rehearing

Service

Ex parte communications and disqualification
Licenses

Declaratory order—in general

Department procedure for rule making

Public inquiries on rule making and the rule-making records
Criticism of rules

DIVISION III
WAIVER OR VARIANCE

7.60(78GA,HF2206)  Waiver or variance of certain department rules

7.61(17A)

8.1(17A)
8.2(17A)
8.3(17A)
8.4(17A)
8.5(422)

9.1(422,423)
9.2(422,423)

DIVISION 1V
PETITION FOR RULE MAKING

Petition for rule making

CHAPTER 8
FORMS AND COMMUNICATIONS
Definitions
Official forms
Substitution of official forms
Description of forms
Electronic filing of lowa income tax returns

CHAPTER 9
FILING AND EXTENSION OF TAX LIENS
AND CHARGING OFF UNCOLLECTIBLE TAX ACCOUNTS
Definitions
Lien attaches
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9.3(422,423)
9.4(422,423)
9.5(422,423)
9.6(422,423)
9.7(422,423)

Revenue[701]

Purpose of filing
Place of filing
Time of filing
Period of lien
Fees

CHAPTER 10

INTEREST, PENALTY, EXCEPTIONS TO PENALTY, AND JEOPARDY ASSESSMENTS

10.1(421)
10.2(421)

Definitions
Interest

10.3(422,423,450,452A) Interest on refunds and unpaid tax

10.4(421)
10.5(421)

10.6(421)
10.7(421)
10.8(421)
10.9(421)
10.10 to 10.19

10.20 to 10.29

10.30 to 10.39

10.40 to 10.49

10.50 to 10.55

10.56 to 10.65

10.66 to 10.70

10.71(452A)
10.72(452A)
10.73 to 10.75

10.76(453A)
10.77(453A)
10.78
10.79(453A)
10.80 to 10.84

10.85 to 10.89

10.90 to 10.95

10.96 to 10.100

Frivolous return penalty
Improper receipt of credit or refund

PENALTY FOR TAX PERIOD BEGINNING AFTER JANUARY 1, 1991
Penalties
Waiver of penalty—definitions
Penalty exceptions
Notice of penalty exception for one late return in a three-year period
Reserved

RETAIL SALES

Reserved
USE
Reserved
INDIVIDUAL INCOME

Reserved

WITHHOLDING
Reserved

CORPORATE
Reserved
FINANCIAL INSTITUTIONS

Reserved

MOTOR FUEL
Penalty and enforcement provisions
Interest
Reserved

CIGARETTES AND TOBACCO

Penalties
Interest
Reserved
Request for statutory exception to penalty
Reserved

INHERITANCE
Reserved

IOWA ESTATE
Reserved

GENERATION SKIPPING

Reserved

Analysis, p.5
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10.101 to 10.109

10.110 to 10.114

10.115(421)

10.116(422,453B)
10.117(422,453B)
10.118(422,453B)
10.119(422,453B)
10.120(422,453B)
10.121(422,453B)
10.122(422,453B)
10.123(422,453B)
10.124(422,453B)
10.125(422,453B)
10.126(422,453B)

11.1(422,423)
11.2(422,423)
11.3(422,423)
11.4(422,423)
11.5(422,423)
11.6(422,423)
11.7(422,423)
11.8(422,423)
11.9(422,423)
11.10(423)
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FIDUCIARY INCOME
Reserved

HOTEL AND MOTEL
Reserved

ALL TAXES
Application of payments to penalty, interest, and then tax due for payments made
on or after January 1, 1995, unless otherwise designated by the taxpayer

JEOPARDY ASSESSMENTS
Jeopardy assessments
Procedure for posting bond
Time limits
Amount of bond
Posting of bond
Order
Director’s order
Type of bond
Form of surety bond
Duration of the bond
Exoneration of the bond

TITLE II
EXCISE

CHAPTER 11
ADMINISTRATION
Definitions
Statute of limitations
Credentials and receipts
Retailers required to keep records
Audit of records
Billings
Collections
No property exempt from distress and sale
Information confidential
Bonding procedure

CHAPTER 12

FILING RETURNS, PAYMENT OF TAX, PENALTY AND INTEREST

12.1(422)
12.2(422,423)
12.3(422)
12.4(422)
12.5(422,423)
12.6(422,423)
12.7(422)
12.8(422)
12.9(422)
12.10(423)
12.11
12.12(422)
12.13(422)
12.14(422,423)

Returns and payment of tax

Remittances

Permits and negotiated rate agreements

Nonpermit holders

Regular permit holders responsible for collection of tax
Sale of business

Bankruptcy, insolvency or assignment for benefit of creditors
Vending machines and other coin-operated devices
Claim for refund of tax

Audit limitation for certain services

Reserved

Extension of time for filing

Determination of filing status

Immediate successor liability for unpaid tax
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12.15(422,423)
12.16(422)
12.17(422)
12.18(423)

13.1(422)
13.2(422)
13.3(422)
13.4(422)
13.5(422)
13.6(422)
13.7(422)
13.8(422)
13.9(422)
13.10(422)
13.11(422)
13.12(422)
13.13(422)
13.14(422)
13.15(422)
13.16(422)
13.17(422)

14.1(422)
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Officers and partners—personal liability for unpaid tax
Show sponsor liability

Purchaser liability for unpaid sales tax

Biodiesel production refund

CHAPTER 13
PERMITS

Retail sales tax permit required
Application for permit
Permit not transferable—sale of business
Permit—consolidated return optional
Retailers operating a temporary business
Reinstatement of canceled permit
Reinstatement of revoked permit
Withdrawal of permit
Loss or destruction of permit
Change of location
Change of ownership
Permit posting
Trustees, receivers, executors and administrators
Vending machines and other coin-operated devices
Other amusements
Substantially delinquent tax—denial of permit
Substantially delinquent tax—revocation of permit

CHAPTER 14
COMPUTATION OF TAX
Tax not to be included in price

14.2(422,423,77GA,ch1130) Retail bracket system for state sales and local option sales and service tax

14.3(422,423)

15.1(422)
15.2(422,423)
15.3(422,423)

15.4(422,423)
15.5(422,423)
15.6(422,423)
15.7
15.8(422,423)
15.9(422)
15.10(422)
15.11(422,423)
15.12(422,423)
15.13(422,423)

15.14(422,423)
15.15(422)
15.16(422)
15.17(422,423)
15.18(422,423)

Taxation of transactions due to rate change

CHAPTER 15
DETERMINATION OF A SALE AND SALE PRICE
Conditional sales to be included in gross sales
Repossessed goods
Exemption certificates, direct pay permits, fuel used in processing, and beer and
wine wholesalers
Bad debts
Recovery of bad debts by collection agency or attorney
Discounts, rebates and coupons
Reserved
Returned merchandise
Goods damaged in transit
Consignment sales
Leased departments
Excise tax included in and excluded from gross receipts
Freight, other transportation charges, and exclusions from the exemption applicable
to these services
Installation charges when tangible personal property is sold at retail
Premiums and gifts
Gift certificates
Finance charge
Coins and other currency exchanged at greater than face value



Analysis, p.8

15.19(422,423)
15.20(422,423)

16.1(422)
16.2(422)
16.3(422,423)
16.4(422,423)
16.5(422,423)
16.6(422,423)

16.7
16.8(422,423)
16.9(422,423)
16.10(422,423)
16.11(422,423)

16.12(422)

16.13(422)
16.14(422)
16.15(422)
16.16(422,423)
16.17(422,423)
16.18(422,423)
16.19(422,423)
16.20(422,423)

16.21(422,423)
16.22(422,423)
16.23(422)
16.24(422,423)
16.25(422,423)
16.26(422)

16.27 and 16.28
16.29(422)
16.30(422)

16.31
16.32(422)
16.33(422)
16.34(422,423)
16.35(422,423)
16.36(422)
16.37(422)
16.38
16.39(422)
16.40(422,423)
16.41(422,423)
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Trade-ins
Corporate mergers which do not involve taxable sales of tangible personal property
or services

CHAPTER 16
TAXABLE SALES

Tax imposed

Used or secondhand tangible personal property

Tangible personal property used or consumed by the manufacturer thereof

Patterns, dies, jigs, tools, and manufacturing or printing aids

Explosives used in mines, quarries and elsewhere

Electrotypes, types, zinc etchings, halftones, stereotypes, color process plates
and wood mounts

Reserved

Wholesalers and jobbers selling at retail

Materials and supplies sold to retail stores

Sales to certain corporations organized under federal statutes

Paper plates, paper cups, paper dishes, paper napkins, paper, wooden or plastic
spoons and forks and straws

Tangible personal property purchased for resale but incidentally consumed by
the purchaser

Property furnished without charge by employers to employees

Sales in interstate commerce—goods delivered into this state

Owners or operators of buildings

Tangible personal property made to order

Blacksmith and machine shops

Sales of signs at retail

Products sold by cooperatives to members or patrons

Municipal utilities, investor-owned utilities, or municipal or rural electrification
cooperatives or associations

Sale of pets

Sales on layaway

Meal tickets, coupon books, and merchandise cards

Truckers engaged in retail business

Foreign truckers selling at retail in lowa

Admissions to amusements, athletic events, commercial amusement enterprises,
fairs, and games

Reserved

Rental of personal property in connection with the operation of amusements

Commercial amusement enterprises—companies or persons which contract to
furnish show for fixed fee

Reserved

River steamboats

Pawnbrokers

Druggists and pharmacists

Memorial stones

Communication services furnished by hotel to its guests

Private clubs

Reserved

Athletic events

Iowa dental laboratories

Dental supply houses
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16.42(422)
16.43(422,423)
16.44(422,423)
16.45(422,423)
16.46(422,423)
16.47(422)

16.48(422,423)
16.49(422,423)
16.50(422,423)
16.51(422,423)
16.52(422,423)

17.1(422,423)
17.2(422)

17.3(422,423)
17.4(422,423)
17.5(422,423)

17.6(422,423)
17.7(422,423)
17.8(422)

17.9(422,423)

17.10(422,423)
17.11(422,423)
17.12(422)

17.13(422,423)
17.14(422,423)
17.15(422,423)
17.16(422,423)
17.17(422,423)
17.18(422,423)
17.19(422,423)

17.20(422)
17.21(422)

17.22(422,423)
17.23(422,423)
17.24(422)

17.25(422,423)
17.26(422,423)
17.27(422,423)
17.28(422,423)
17.29(422,423)
17.30(422,423)
17.31(422,423)
17.32(422)

17.33(422,423)
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News distributors and magazine distributors
Magazine subscriptions by independent dealers
Sales by finance companies

Sale of baling wire and baling twine

Snowmobiles and motorboats

Conditional sales contracts

Carpeting and other floor coverings

Bowling

Various special problems relating to public utilities
Sales of services treated as sales of tangible personal property
Sales of prepaid merchandise cards

CHAPTER 17
EXEMPT SALES

Gross receipts expended for educational, religious, and charitable purposes

Fuel used in processing—when exempt

Processing exemptions

Commercial fertilizer and agricultural limestone

Sales to the American Red Cross, the Coast Guard Auxiliary, Navy-Marine Corps
Relief Society, and U.S.O

Sales of vehicles subject to registration—new and used—by dealers

Sales to certain federal corporations

Sales in interstate commerce—goods transported or shipped from this state

Sales of breeding livestock, fowl and certain other property used in agricultural
production

Materials used for seed inoculations

Educational institution

Coat or hat checkrooms

Railroad rolling stock

Chemicals, solvents, sorbents, or reagents used in processing

Demurrage charges

Sale of a draft horse

Beverage container deposits

Films, video tapes and other media, exempt rental and sale

Gross receipts from the sale or rental of tangible personal property or from services
performed, rendered, or furnished to certain nonprofit corporations exempt from
tax

Raffles

Exempt sales of prizes

Modular homes

Sales to other states and their political subdivisions

Nonprofit private museums

Exempt sales by excursion boat licensees

Bedding for agricultural livestock or fowl

Statewide notification center service exemption

State fair and fair societies

Reciprocal shipment of wines

Nonprofit organ procurement organizations

Sale of electricity to water companies

Food and beverages sold by certain organizations are exempt

Sales of building materials, supplies and equipment to not-for-profit rural water
districts
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17.34(422,423)
17.35(422,423)
17.36(422,423)
17.37(422,423)
17.38(422,423)
17.39(422,423)
17.40(422,423)
17.41(422,423)

18.1(422,423)
18.2(422,423)
18.3(422,423)
18.4(422)

18.5(422,423)

18.6(422,423)
18.7(422,423)

18.8(422)
18.9(422)

18.10(422,423)
18.11(422,423)
18.12(422,423)
18.13(422,423)
18.14(422,423)
18.15(422,423)
18.16(422,423)
18.17(422,423)
18.18(422,423)
18.19(422,423)
18.20(422,423)
18.21(422,423)
18.22(422,423)

18.23(422)
18.24(422,423)
18.25(422,423)
18.26(422)

18.27(422)

18.28(422,423)
18.29(422,423)

18.30(422)
18.31(422,423)

18.32(422,423)

18.33(422,423)
18.34(422,423)
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Sales to hospices

Sales of livestock ear tags

Sale or rental of information services

Temporary exemption from sales tax on certain utilities
State sales tax phase-out on energies

Art centers

Community action agencies

Legislative service bureau

CHAPTER 18

TAXABLE AND EXEMPT SALES DETERMINED BY METHOD

OF TRANSACTION OR USAGE

Tangible personal property purchased from the United States government

Sales of butane, propane and other like gases in cylinder drums, etc.

Chemical compounds used to treat water

Mortgages and trustees

Sales to agencies or instrumentalities of federal, state, county and municipal
government

Relief agencies

Containers, including packing cases, shipping cases, wrapping material and similar
items

Auctioneers

Sales by farmers

Florists

Landscaping materials

Hatcheries

Sales by the state of lowa, its agencies and instrumentalities

Sales of livestock and poultry feeds

Student fraternities and sororities

Photographers and photostaters

Gravel and stone

Sale of ice

Antiques, curios, old coins or collector’s postage stamps

Communication services

Morticians or funeral directors

Physicians, dentists, surgeons, ophthalmologists, oculists, optometrists, and
opticians

Veterinarians

Hospitals, infirmaries and sanitariums

Warranties and maintenance contracts

Service charge and gratuity

Advertising agencies, commercial artists, and designers

Casual sales

Processing, a definition of the word, its beginning and completion characterized
with specific examples of processing

Taxation of American Indians

Tangible personal property purchased by one who is engaged in the performance
of a service

Sale, transfer or exchange of tangible personal property or taxable enumerated
services between affiliated corporations

Printers’ and publishers’ supplies exemption with retroactive effective date

Automatic data processing
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18.35(422,423)
18.36(422,423)
18.37(422,423)
18.38(422,423)
18.39(422,423)
18.40(422,423)
18.41(422,423)
18.42(422,423)
18.43(422,423)
18.44(422,423)
18.45(422,423)

18.46(422,423)
18.47(422,423)
18.48(422,423)

18.49(422,423)

18.50(422,423)
18.51(422,423)
18.52(422,423)
18.53(422,423)
18.54(422,423)
18.55(422,423)
18.56(422,423)
18.57(422,423)

18.58(422,423)

18.59(422,423)
18.60(422,423)
18.61(422,423)

19.1(422,423)
19.2(422,423)
19.3(422,423)

19.4(422,423)
19.5(422,423)

19.6(422,423)
19.7(422,423)
19.8(422,423)
19.9(422,423)
19.10(422,423)
19.11(422,423)
19.12(422,423)
19.13(422,423)
19.14(422,423)
19.15(422,423)

Revenue[701] Analysis, p.11

Drainage tile

True leases and purchases of tangible personal property by lessors

Motor fuel, special fuel, aviation fuels and gasoline

Urban transit systems

Sales or services rendered, furnished, or performed by a county or city

Renting of rooms

Envelopes for advertising

Newspapers, free newspapers and shoppers’ guides

Written contract

Sale or rental of farm machinery and equipment

Sale or rental of computers, industrial machinery and equipment; refund of and
exemption from tax paid for periods prior to July 1, 1997

Automotive fluids

Maintenance or repair of fabric or clothing

Sale or rental of farm machinery, equipment, replacement parts, and repairs used in
livestock, dairy, or plant production

Aircraft sales, rental, component parts, and services exemptions prior to, on, and
after July 1, 1999

Property used by a lending organization

Sales to nonprofit legal aid organizations

Irrigation equipment used in farming operations

Sales to persons engaged in the consumer rental purchase business

Sales of advertising material

Drop shipment sales

Wind energy conversion property

Exemptions applicable to the production of flowering, ornamental, and vegetable
plants

Exempt sales or rentals of computers, industrial machinery and equipment, and
exempt sales of fuel and electricity on and after July 1, 1997

Exempt sales to nonprofit hospitals

Exempt sales of gases used in the manufacturing process

Exclusion from tax for property delivered by certain media

CHAPTER 19

SALES AND USE TAX ON CONSTRUCTION ACTIVITIES

General information

Contractors are consumers of building materials, supplies, and equipment by statute

Sales of building materials, supplies, and equipment to contractors, subcontractors,
builders or owners

Contractors, subcontractors or builders who are retailers

Building materials, supplies, and equipment used in the performance of
construction contracts within and outside lowa

Prefabricated structures

Types of construction contracts

Machinery and equipment sales contracts with installation

Construction contracts with equipment sales (mixed contracts)

Distinguishing machinery and equipment from real property

Tangible personal property which becomes structures

Construction contracts with tax exempt entities

Tax on enumerated services

Transportation cost

Start-up charges
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19.16(422,423)
19.17(422,423)
19.18(422,423)
19.19(422,423)
19.20(423)

Revenue[701]

Liability of subcontractors
Liability of sponsors
Withholding

Resale certificates
Reporting for use tax

CHAPTER 20

IAC 5/16/12

FOODS FOR HUMAN CONSUMPTION, PRESCRIPTION DRUGS, INSULIN,
HYPODERMIC SYRINGES, DIABETIC TESTING MATERIALS, PROSTHETIC,

20.1(422,423)
20.2(422,423)
20.3(422,423)
20.4(422,423)
20.5(422,423)
20.6(422,423)
20.7(422,423)
20.8(422,423)
20.9(422,423)
20.10(422,423)
20.11(422,423)
20.12(422,423)

26.1(422)
26.2(422)
26.3(422)
26.4(422)
26.5(422)
26.6(422)
26.7(422)
26.8(422)
26.9(422)
26.10(422)
26.11(422)
26.12(422)
26.13(422)
26.14(422)
26.15(422)
26.16(422)
26.17(422)
26.18(422,423)
26.19(422)
26.20(422)
26.21(422)
26.22(422)
26.23(422)

ORTHOTIC OR ORTHOPEDIC DEVICES

Foods for human consumption
Food coupon rules

Nonparticipating retailer in the food coupon program

Determination of eligible foods
Meals and prepared food
Vending machines

Prescription drugs and devices

Exempt sales of nonprescription medical devices, other than prosthetic devices

Prosthetic, orthotic and orthopedic devices

Sales and rentals covered by Medicaid and Medicare

Reporting

Exempt sales of clothing and footwear during two-day period in August

CHAPTERS 21 to 25
Reserved

TITLE III
SALES TAX ON SERVICES

CHAPTER 26

SALES AND USE TAX ON SERVICES

Definition and scope

Enumerated services exempt

Alteration and garment repair

Armored car

Vehicle repair

Battery, tire and allied

Investment counseling

Bank and financial institution service charges
Barber and beauty

Boat repair

Car and vehicle wash and wax

Carpentry

Roof, shingle and glass repair

Dance schools and dance studios

Dry cleaning, pressing, dyeing and laundering
Electrical and electronic repair and installation
Engraving, photography and retouching
Equipment and tangible personal property rental
Excavating and grading

Farm implement repair of all kinds

Flying service

Furniture, rug, upholstery, repair and cleaning
Fur storage and repair
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26.24(422) Golf and country clubs and all commercial recreation
26.25(422) House and building moving

26.26(422) Household appliance, television and radio repair
26.27(422) Jewelry and watch repair

26.28(422) Machine operators

26.29(422) Machine repair of all kinds

26.30(422) Motor repair

26.31(422) Motorcycle, scooter and bicycle repair

26.32(422) Oilers and lubricators

26.33(422) Office and business machine repair

26.34(422) Painting, papering and interior decorating

26.35(422) Parking facilities

26.36(422) Pipe fitting and plumbing

26.37(422) Wood preparation

26.38(422) Private employment agency, executive search agency
26.39(422) Printing and binding

26.40(422) Sewing and stitching

26.41(422) Shoe repair and shoeshine

26.42(422) Storage warehousing, storage locker, and storage warehousing of raw agricultural

products and household goods
26.43(422,423) Telephone answering service

26.44(422) Test laboratories

26.45(422) Termite, bug, roach, and pest eradicators

26.46(422) Tin and sheet metal repair

26.47(422) Turkish baths, massage, and reducing salons

26.48(422) Vulcanizing, recapping or retreading

26.49 Reserved

26.50(422) Weighing

26.51(422) Welding

26.52(422) Well drilling

26.53(422) Wrapping, packing and packaging of merchandise other than processed meat,
fish, fowl and vegetables

26.54(422) Wrecking service

26.55(422) Wrecker and towing

26.56(422) Cable and pay television

26.57(422) Camera repair

26.58(422) Campgrounds

26.59(422) Gun repair

26.60(422) Janitorial and building maintenance or cleaning

26.61(422) Lawn care

26.62(422) Landscaping

26.63(422) Pet grooming

26.64(422) Reflexology

26.65(422) Tanning beds and tanning salons

26.66(422) Tree trimming and removal

26.67(422) Water conditioning and softening

26.68(422) Motor vehicle, recreational vehicle and recreational boat rental

26.69(422) Security and detective services

26.70 Reserved

26.71(422,423) Solid waste collection and disposal services
26.72(422,423) Sewage services
26.73 Reserved
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26.74(422,423)
26.75(422,423)
26.76(422,423)
26.77(422,423)
26.78(422,423)
26.79(422,423)
26.80(422,423)
26.81(422)

27.1(422,422C,423)
27.2(422,422C,423)
27.3(422,422C,423)
27.4(422,422C,423)

28.1(423)
28.2(423)
28.3(423)
28.4(423)

29.1(423)
29.2(423)
29.3(423)
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Aircraft rental

Sign construction and installation
Swimming pool cleaning and maintenance
Taxidermy

Mini-storage

Dating services

Limousine service

Sales of bundled services contracts

CHAPTER 27
AUTOMOBILE RENTAL EXCISE TAX
Definitions and characterizations
Tax imposed upon rental of automobiles
Lessor’s obligation to collect tax
Administration of tax

TITLE IV
USE

CHAPTER 28
DEFINITIONS
Taxable use defined
Processing of property defined
Purchase price defined
Retailer maintaining a place of business in this state defined

CHAPTER 29
CERTIFICATES
Certificate of registration
Cancellation of certificate of registration
Certificates of resale, direct pay permits, or processing

CHAPTER 30

FILING RETURNS, PAYMENT OF TAX, PENALTY AND INTEREST

30.1(423)
30.2(423)
30.3(421,423)
30.4(423)
30.5(423)
30.6(423)
30.7(423)
30.8(423)

30.9(423)
30.10(423)
30.11(423)
30.12(423)

31.1(423)
31.2(423)
31.3(423)
31.4(423)

Liability for use tax and denial and revocation of permit

Measure of use tax

Consumer’s use tax return

Retailer’s use tax return

Collection requirements of registered retailers

Bracket system to be used by registered vendors

Sales tax or use tax paid to another state

Registered retailers selling tangible personal property on a conditional sale
contract basis

Registered vendors repossessing goods sold on a conditional sale contract basis

Penalties for late filing of a monthly tax deposit or use tax returns

Claim for refund of use tax

Extension of time for filing

CHAPTER 31
RECEIPTS SUBJECT TO USE TAX
Transactions consummated outside this state
Goods coming into this state
Sales by federal government or agencies to consumers
Sales for lease of vehicles subject to registration—taxation and exemptions
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31.5(423) Motor vehicle use tax on long-term leases
31.6(423) Sales of aircraft subject to registration
31.7(423) Communication services

CHAPTER 32

RECEIPTS EXEMPT FROM USE TAX

32.1(423) Tangible personal property and taxable services subject to sales tax
32.2(423) Sales tax exemptions applicable to use tax
32.3(423) Mobile homes and manufactured housing
32.4(423) Exemption for vehicles used in interstate commerce
32.5(423) Exemption for transactions if sales tax paid
32.6(423) Exemption for ships, barges, and other waterborne vessels
32.7(423) Exemption for containers
32.8(423) Exemption for building materials used outside this state
32.9(423) Exemption for vehicles subject to registration
32.10(423) Exemption for vehicles operated under lowa Code chapter 326
32.11(423) Exemption for vehicles purchased for rental or lease
32.12(423) Exemption for vehicles previously purchased for rental
32.13(423) Exempt use of aircraft on and after July 1, 1999

CHAPTER 33

RECEIPTS SUBJECT TO USE TAX DEPENDING ON
METHOD OF TRANSACTION

33.1 Reserved

33.2(423) Federal manufacturer’s or retailer’s excise tax

33.3(423) Fuel consumed in creating power, heat or steam for processing or generating
electric current

33.4(423) Repair of tangible personal property outside the state of lowa

33.5(423) Taxation of American Indians

33.6(422,423) Exemption for property used in lowa only in interstate commerce

33.7(423) Property used to manufacture certain vehicles to be leased

33.8(423) Out-of-state rental of vehicles subject to registration subsequently used in lowa

33.9(423) Sales of mobile homes, manufactured housing, and related property and services

33.10(423) Tax imposed on the use of manufactured housing as tangible personal property

and as real estate

CHAPTER 34
VEHICLES SUBJECT TO REGISTRATION
34.1(422,423) Definitions

34.2(423) County treasurer shall collect tax

34.3(423) Returned vehicles and tax refunded by manufacturers

34.4(423) Use tax collections required

34.5(423) Exemptions

34.6(423) Vehicles subject to registration received as gifts or prizes

34.7(423) Titling of used foreign vehicles by dealers

34.8(423) Dealer’s retail sales tax returns

34.9(423) Affidavit forms

34.10(423) Exempt and taxable purchases of vehicles for taxable rental

34.11(423) Manufacturer’s refund of use tax to a consumer, lessor, or lessee of a defective
motor vehicle

34.12(423) Government payments for a motor vehicle which do not involve government

purchases of the same
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34.13(423)

34.14(423)
34.15(423)
34.16(423)
34.17(321,423)
34.18(423)
34.19(423)
34.20(423)
34.21(423)

37.1(424)

38.1(422)
38.2(422)
38.3(422)
38.4(422)
38.5(422)
38.6(422)
38.7(422)
38.8(422)
38.9(422)
38.10(422)
38.11(422)
38.12(422)
38.13(422)
38.14(422)
38.15(422)

38.16(422)
38.17(422)
38.18(422)

38.19(422)

39.1(422)
39.2(422)
39.3(422)
39.4(422)
39.5(422)
39.6(422)
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Transfers of vehicles resulting from corporate mergers and other types of corporate
transfers

Refund of use tax paid on the purchase of a motor vehicle

Registration by manufacturers

Rebates

Repossession of a vehicle

Federal excise tax

Claiming an exemption from lowa tax

Affidavit forms

Insurance companies

CHAPTERS 35 and 36
Reserved

CHAPTER 37
UNDERGROUND STORAGE TANK RULES
INCORPORATED BY REFERENCE
Rules incorporated

TITLE V
INDIVIDUAL

CHAPTER 38
ADMINISTRATION
Definitions
Statute of limitations
Retention of records
Authority for deductions
Jeopardy assessments
Information deemed confidential
Power of attorney
Delegations to audit and examine
Bonding procedure
Indexation
Appeals of notices of assessment and notices of denial of taxpayer’s refund claims
Indexation of the optional standard deduction for inflation
Reciprocal tax agreements
Information returns for reporting income payments to the department of revenue
Relief of innocent spouse for substantial understatement of tax attributable to
other spouse
Preparation of taxpayers’ returns by department employees
Resident determination
Tax treatment of income repaid in current tax year which had been reported on
prior Iowa individual income tax return
Indication of dependent child health care coverage on tax return

CHAPTER 39

FILING RETURN AND PAYMENT OF TAX
Who must file
Time and place for filing
Form for filing
Filing status
Payment of tax
Minimum tax
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39.7(422)
39.8(422)

39.9(422)
39.10(422)

39.11(422)

39.12(422)
39.13
39.14(422)

39.15(422)

40.1(422)
40.2(422)
40.3(422)

40.4
40.5(422)
40.6(422)
40.7(422)
40.8(422)
40.9(422)
40.10 and 40.11
40.12(422)
40.13(422)
40.14(422)
40.15(422)

40.16(422)
40.17(422)
40.18(422)
40.19(422)
40.20(422)
40.21(422)

40.22(422)
40.23(422)
40.24(99E)
40.25 and 40.26
40.27(422)
40.28
40.29(422)
40.30(422)
40.31(422)
40.32(422)

40.33
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Tax on lump-sum distributions

State income tax limited to taxpayer’s net worth immediately before the distressed
sale

Special tax computation for all low-income taxpayers except single taxpayers

Election to report excess income from sale or exchange of livestock due to drought
in the next tax year

Forgiveness of tax for an individual whose federal income tax was forgiven
because the individual was killed outside the United States due to military or
terroristic action

Tax benefits for persons in the armed forces deployed outside the United States

Reserved

Tax benefits for persons serving in support of the Bosnia-Herzegovina hazardous
duty area

Special tax computation for taxpayers who are 65 years of age or older

CHAPTER 40
DETERMINATION OF NET INCOME

Net income defined

Interest and dividends from federal securities

Interest and dividends from foreign securities, and securities of state and their
political subdivisions

Reserved

Military pay

Interest and dividend income

Current year capital gains and losses

Gains and losses on property acquired before January 1, 1934

Work opportunity tax credit and alcohol fuel credit

Reserved

Income from partnerships or limited liability companies

Subchapter “S” income

Contract sales

Reporting of incomes by married taxpayers who file a joint federal return but elect
to file separately for lowa income tax purposes

Income of nonresidents

Income of part-year residents

Net operating loss carrybacks and carryovers

Casualty losses

Adjustments to prior years

Additional deduction for wages paid or accrued for work done in Iowa by certain
individuals

Disability income exclusion

Social security benefits

Lottery prizes

Reserved

Incomes from distressed sales of qualifying taxpayers

Reserved

Intangible drilling costs

Percentage depletion

Away-from-home expenses of state legislators

Interest and dividends from regulated investment companies which are exempt
from federal income tax

Reserved
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40.34(422)
40.35(422)

40.36(422)
40.37(422)

40.38(422)
40.39(422)

40.40(422)

40.41
40.42(422)
40.43(422)

40.44(422,541A)
40.45(422)

40.46(422)
40.47(422)

40.48(422)
40.49(422)
40.50(422)
40.51(422)

40.52(422)
40.53(422)
40.54(422)
40.55(422)
40.56(422)

40.57(422)
40.58(422)

40.59(422)

40.60(422)
40.61(422)

40.62(422)

40.63(422)
40.64(422)

Revenue[701] IAC 5/16/12

Exemption of restitution payments for persons of Japanese ancestry

Exemption of Agent Orange settlement proceeds received by disabled veterans
or beneficiaries of disabled veterans

Exemption of interest earned on bonds issued to finance beginning farmer loan
program

Exemption of interest from bonds issued by the lowa comprehensive petroleum
underground storage tank fund board

Capital gain deduction or exclusion for certain types of net capital gains

Exemption of interest from bonds or notes issued to fund the E911 emergency
telephone system

Exemption of active-duty military pay of national guard personnel and armed
forces reserve personnel received for services related to operation desert shield

Reserved

Depreciation of speculative shell buildings

Retroactive exemption for payments received for providing unskilled in-home
health care services to a relative

Individual development accounts

Exemption for distributions from pensions, annuities, individual retirement
accounts, or deferred compensation plans received by nonresidents of lowa

Taxation of compensation of nonresident members of professional athletic teams

Partial exclusion of pensions and other retirement benefits for disabled individuals,
individuals who are 55 years of age or older, surviving spouses, and survivors

Health insurance premiums deduction

Employer social security credit for tips

Computing state taxable amounts of pension benefits from state pension plans

Exemption of active-duty military pay of national guard personnel and armed
forces military reserve personnel for overseas services pursuant to military orders
for peacekeeping in the Bosnia-Herzegovina area

Mutual funds

Deduction for contributions by taxpayers to the lowa educational savings plan trust
and addition to income for refunds of contributions previously deducted

Roth individual retirement accounts

Exemption of income payments for victims of the Holocaust and heirs of victims

Taxation of income from the sale of obligations of the state of lowa and its political
subdivisions

Installment sales by taxpayers using the accrual method of accounting

Exclusion of distributions from retirement plans by national guard members and
members of military reserve forces of the United States

Exemption of payments received by a beneficiary from an annuity purchased under
an employee’s retirement plan when the installment has been included as part of
a decedent employee’s estate

Additional first-year depreciation allowance

Exclusion of active duty pay of national guard members and armed forces military
reserve members for service under orders for Operation Iraqi Freedom, Operation
Noble Eagle, Operation Enduring Freedom or Operation New Dawn

Deduction for overnight expenses not reimbursed for travel away from home of
more than 100 miles for performance of service as a member of the national
guard or armed forces military reserve

Exclusion of income from military student loan repayments

Exclusion of death gratuity payable to an eligible survivor of a member of the
armed forces, including a member of a reserve component of the armed forces
who has died while on active duty
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40.65(422) Section 179 expensing
40.66(422) Deduction for certain unreimbursed expenses relating to a human organ transplant
40.67(422) Deduction for alternative motor vehicles
40.68(422) Injured veterans grant program
40.69(422) Exclusion of ordinary or capital gain income realized as a result of involuntary
conversion of property due to eminent domain
40.70(422) Exclusion of income from sale, rental or furnishing of tangible personal property
or services directly related to production of film, television or video projects
40.71(422) Exclusion for certain victim compensation payments
40.72(422) Exclusion of Vietnam Conflict veterans bonus
40.73(422) Exclusion for health care benefits of nonqualified tax dependents
40.74(422) Exclusion for AmeriCorps Segal Education Award
40.75(422) Exclusion of certain amounts received from Iowa veterans trust fund
40.76(422) Exemption of active duty pay for armed forces, armed forces military reserve,
or the national guard
40.77(422) Exclusion of biodiesel production refund
40.78(422) Allowance of certain deductions for 2008 tax year
40.79(422) Special filing provisions related to 2010 tax changes
CHAPTER 41
DETERMINATION OF TAXABLE INCOME
41.1(422) Verification of deductions required
41.2(422) Federal rulings and regulations
41.3(422) Federal income tax deduction and federal refund
41.4(422) Optional standard deduction
41.5(422) Itemized deductions
41.6(422) Itemized deductions—separate returns by spouses
41.7(422) Itemized deductions—part-year residents
41.8(422) Itemized deductions—nonresidents
41.9(422) Annualizing income
41.10(422) Income tax averaging
41.11(422) Reduction in state itemized deductions for certain high-income taxpayers
41.12(422) Deduction for home mortgage interest for taxpayers with mortgage interest credit
41.13(422) Iowa income taxes and lowa tax refund
CHAPTER 42

ADJUSTMENTS TO COMPUTED TAX AND TAX CREDITS
42.1(257,422) School district surtax

42.2(422D) Emergency medical services income surtax

42.3(422) Exemption credits

42.4(422) Tuition and textbook credit for expenses incurred for dependents attending grades
kindergarten through 12 in lowa

42.5(422) Nonresident and part-year resident credit

42.6(422) Out-of-state tax credits

42.7(422) Out-of-state tax credit for minimum tax

42.8(422) Withholding and estimated tax credits

42.9(422) Motor fuel credit

42.10(422) Alternative minimum tax credit for minimum tax paid in a prior tax year

42.11(15,422) Research activities credit

42.12(422) New jobs credit

42.13(422) Earned income credit

42.14(15) Investment tax credit—new jobs and income program and enterprise zone program
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42.15(422)
42.16(422)
42.17(15E)
42.18(422)
42.19(404A,422)
42.20(422)
42.21(15E)
42.22(15E,422)
42.23(15)
42.24(15E,422)
42.25(422)
42.26(151,422)
42.27(422,476B)
42.28(422,476C)
42.29(15)
42.30(15E,422)
42.31(422)
42.32(422)
42.33(422)
42.34(422)
42.35(422)
42.36(175,422)
42.37(15,422)
42.38(15,422)
42.39(422)
42.40(422)
42.41(15,422)
42.42(15)
42.43(16,422)
42.44(422)
42.45(15)
42.46(422)

43.1(422)
43.2(422)
43.3(422)
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Child and dependent care credit

Franchise tax credit

Eligible housing business tax credit

Assistive device tax credit

Historic preservation and cultural and entertainment district tax credit
Ethanol blended gasoline tax credit

Eligible development business investment tax credit
Venture capital credits

New capital investment program tax credits

Endow Iowa tax credit

Soy-based cutting tool oil tax credit

Wage-benefits tax credit

Wind energy production tax credit

Renewable energy tax credit

High quality job creation program

Economic development region revolving fund tax credit
Early childhood development tax credit

School tuition organization tax credit

E-85 gasoline promotion tax credit

Biodiesel blended fuel tax credit

Soy-based transformer fluid tax credit

Agricultural assets transfer tax credit

Film qualified expenditure tax credit

Film investment tax credit

Ethanol promotion tax credit

Charitable conservation contribution tax credit
Redevelopment tax credit

High quality jobs program

Disaster recovery housing project tax credit
Deduction of credits

Aggregate tax credit limit for certain economic development programs
E-15 plus gasoline promotion tax credit

CHAPTER 43
ASSESSMENTS AND REFUNDS
Notice of discrepancies
Notice of assessment, supplemental assessments and refund adjustments
Overpayments of tax

43.4(68A,422,456A)  Optional designations of funds by taxpayer

43.5(422)
43.6 and 43.7
43.8(422)

44.1(422)
44.2(422)
44.3(422)
44.4(422)

Abatement of tax

Reserved

Livestock production credit refunds for corporate taxpayers and individual
taxpayers

CHAPTER 44
PENALTY AND INTEREST
Penalty
Computation of interest on unpaid tax
Computation of interest on refunds resulting from net operating losses
Computation of interest on overpayments
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45.1(422)
45.2(422)
45.3(422)
45.4(422)

46.1(422)
46.2(422)
46.3(422)
46.4(422)
46.5(422)
46.6(422)
46.7(422)
46.8(260E)
46.9(15)

46.10(403)

48.1(422)
48.2(422)
48.3(422)
48.4

48.5(422)
48.6(422)
48.7(422)
48.8(422)
48.9(422)

49.1(422)
49.2(422)
49.3(422)
49.4(422)
49.5(422)
49.6(422)
49.7(422)

50.1(422)
50.2(422)
50.3(422)
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CHAPTER 45
PARTNERSHIPS
General rule
Partnership returns
Contents of partnership return
Distribution and taxation of partnership income

CHAPTER 46
WITHHOLDING
Who must withhold
Computation of amount withheld
Forms, returns and reports
Withholding on nonresidents
Penalty and interest
Withholding tax credit to workforce development fund
ACE training program credits from withholding
New job tax credit from withholding
Supplemental new jobs credit from withholding and alternative credit for housing
assistance programs
Targeted jobs withholding tax credit

CHAPTER 47
Reserved

CHAPTER 48
COMPOSITE RETURNS

Composite returns
Definitions
Filing requirements
Reserved
Composite return required by director
Determination of composite lowa income
Determination of composite lowa tax
Estimated tax
Time and place for filing

CHAPTER 49
ESTIMATED INCOME TAX FOR INDIVIDUALS
Who must pay estimated income tax
Time for filing and payment of tax
Estimated tax for nonresidents
Special estimated tax periods
Reporting forms
Penalty—underpayment of estimated tax
Estimated tax carryforwards and how the carryforward amounts are affected under
different circumstances

CHAPTER 50
APPORTIONMENT OF INCOME FOR RESIDENT
SHAREHOLDERS OF S CORPORATIONS
Apportionment of income for resident shareholders of S corporations
Definitions
Distributions
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50.4(422)
50.5(422)
50.6(422)
50.7(422)
50.8
50.9(422)
50.10(422)

51.1(422)
51.2(422)
51.3(422)
51.4(422)
51.5(422)
51.6(422)
51.7(422)
51.8(422)
51.9(422)

52.1(422)
52.2(422)
52.3(422)
52.4(422)
52.5(422)
52.6(422)
52.7(422)
52.8(422)

52.9

52.10(15)
52.11(422)
52.12(422)
52.13(422)
52.14(15E)
52.15(15E)
52.16(422)
52.17(422)
52.18(404A,422)
52.19(422)
52.20(15E)
52.21(15E,422)
52.22(15)
52.23(15E,422)
52.24(422)
52.25(151,422)
52.26(422,476B)
52.27(422,476C)
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Computation of net S corporation income

Computation of federal tax on S corporation income

Income allocable to lowa

Credit for taxes paid to another state

Reserved

Examples for tax periods beginning prior to January 1, 2002
Example for tax periods beginning on or after January 1, 2002

TITLE VI
CORPORATION

CHAPTER 51
ADMINISTRATION
Definitions
Statutes of limitation
Retention of records
Cancellation of authority to do business
Authority for deductions
Jeopardy assessments
Information confidential
Power of attorney
Delegation of authority to audit and examine

CHAPTER 52
FILING RETURNS, PAYMENT OF TAX,
PENALTY AND INTEREST, AND TAX CREDITS
Who must file
Time and place for filing return
Form for filing
Payment of tax
Minimum tax
Motor fuel credit
Research activities credit
New jobs credit
Reserved
New jobs and income program tax credits
Refunds and overpayments
Deduction of credits
Livestock production credits
Enterprise zone tax credits
Eligible housing business tax credit
Franchise tax credit
Assistive device tax credit

Historic preservation and cultural and entertainment district tax credit

Ethanol blended gasoline tax credit

Eligible development business investment tax credit
Venture capital credits

New capital investment program tax credits

Endow Iowa tax credit

Soy-based cutting tool oil tax credit

Wage-benefits tax credit

Wind energy production tax credit

Renewable energy tax credit

IAC 5/16/12
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52.28(15) High quality job creation program

52.29(15E,422) Economic development region revolving fund tax credit
52.30(422) E-85 gasoline promotion tax credit

52.31(422) Biodiesel blended fuel tax credit

52.32(422) Soy-based transformer fluid tax credit

52.33(175,422) Agricultural assets transfer tax credit
52.34(15,422) Film qualified expenditure tax credit
52.35(15,422) Film investment tax credit

52.36(422) Ethanol promotion tax credit

52.37(422) Charitable conservation contribution tax credit

52.38(422) School tuition organization tax credit

52.39(15,422) Redevelopment tax credit

52.40(15) High quality jobs program

52.41(15) Aggregate tax credit limit for certain economic development programs

52.42(16,422) Disaster recovery housing project tax credit

52.43(422) E-15 plus gasoline promotion tax credit

CHAPTER 53
DETERMINATION OF NET INCOME

53.1(422) Computation of net income for corporations

53.2(422) Net operating loss carrybacks and carryovers

53.3(422) Capital loss carryback

53.4(422) Net operating and capital loss carrybacks and carryovers

53.5(422) Interest and dividends from federal securities

53.6(422) Interest and dividends from foreign securities, and securities of state and their
political subdivisions

53.7(422) Safe harbor leases

53.8(422) Additions to federal taxable income

53.9(422) Gains and losses on property acquired before January 1, 1934

53.10(422) Work opportunity tax and alcohol fuel credit

53.11(422) Additional deduction for wages paid or accrued for work done in Iowa by certain
individuals

53.12(422) Federal income tax deduction

53.13(422) Iowa income taxes and Iowa tax refund

53.14(422) Method of accounting, accounting period

53.15(422) Consolidated returns

53.16(422) Federal rulings and regulations

53.17(422) Depreciation of speculative shell buildings

53.18(422) Deduction of multipurpose vehicle registration fee

53.19(422) Deduction of foreign dividends

53.20(422) Employer social security credit for tips

53.21(422) Deduction for contributions made to the endowment fund of the lowa educational
savings plan trust

53.22(422) Additional first-year depreciation allowance

53.23(422) Section 179 expensing

53.24(422) Exclusion of ordinary or capital gain income realized as a result of involuntary
conversion of property due to eminent domain

53.25(422) Exclusion of income from sale, rental or furnishing of tangible personal property

or services directly related to production of film, television, or video projects
53.26(422) Exclusion of biodiesel production refund
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54.1(422)
54.2(422)
54.3(422)

54.4(422)
54.5(422)
54.6(422)

54.7(422)
54.8(422)

54.9(422)

55.1(422)
55.2(422)
55.3(422)
55.4(421)
55.5(422)

56.1(422)
56.2(422)
56.3(422)
56.4(422)
56.5(422)
56.6(422)

57.1(422)
57.2(422)
57.3(422)
57.4(422)
57.5(422)
57.6(422)
57.7(422)
57.8(422)

58.1(422)
58.2(422)
58.3(422)
58.4(422)
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CHAPTER 54
ALLOCATION AND APPORTIONMENT

Basis of corporate tax

Allocation or apportionment of investment income

Application of related expense to allocable interest, dividends, rents and
royalties—tax periods beginning on or after January 1, 1978

Net gains and losses from the sale of assets

Where income is derived from the manufacture or sale of tangible personal property

Apportionment of income derived from business other than the manufacture or sale
of tangible personal property

Apportionment of income of transportation, communications, and certain public
utilities corporations

Apportionment of income derived from more than one business activity carried
on within a single corporate structure

Allocation and apportionment of income in special cases

CHAPTER 55
ASSESSMENTS, REFUNDS, APPEALS
Notice of discrepancies
Notice of assessment
Refund of overpaid tax
Abatement of tax
Protests

CHAPTER 56

ESTIMATED TAX FOR CORPORATIONS
Who must pay estimated tax
Time for filing and payment of tax
Special estimate periods
Reporting forms
Penalties
Overpayment of estimated tax

TITLE VII
FRANCHISE

CHAPTER 57
ADMINISTRATION
Definitions
Statutes of limitation
Retention of records
Authority for deductions
Jeopardy assessments
Information deemed confidential
Power of attorney
Delegation to audit and examine

CHAPTER 58

FILING RETURNS, PAYMENT OF TAX, PENALTY AND INTEREST,

AND TAX CREDITS
Who must file
Time and place for filing return
Form for filing
Payment of tax
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58.5(422)
58.6(422)
58.7(422)
58.8(15E)
58.9(15E)
58.10(422)
58.11(15E,422)
58.12(15)
58.13(15E,422)
58.14(151,422)
58.15(422,476B)
58.16(422,476C)
58.17(15)
58.18(15E,422)
58.19(15,422)
58.20(15,422)
58.21(15)

59.1(422)
59.2(422)
59.3(422)
59.4(422)
59.5(422)
59.6(422)

59.7(422)
59.8(422)

59.9(422)
59.10

59.11(422)
59.12(422)
59.13(422)
59.14(422)
59.15(422)
59.16(422)
59.17

59.18(422)
59.19(422)
59.20(422)

59.21(422)
59.22(422)

59.23(422)
59.24(422)

59.25(422)
59.26(422)
59.27(422)
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Minimum tax

Refunds and overpayments

Allocation of franchise tax revenues

Eligible housing business tax credit

Eligible development business investment tax credit
Historic preservation and cultural and entertainment district tax credit
Venture capital credits

New capital investment program tax credits

Endow lowa tax credit

Wage-benefits tax credit

Wind energy production tax credit

Renewable energy tax credit

High quality job creation program

Economic development region revolving fund tax credit
Film qualified expenditure tax credit

Film investment tax credit

High quality jobs program

CHAPTER 59
DETERMINATION OF NET INCOME

Computation of net income for financial institutions

Net operating loss carrybacks and carryovers

Capital loss carryback

Net operating and capital loss carrybacks and carryovers

Interest and dividends from federal securities

Interest and dividends from foreign securities and securities of states and other
political subdivisions

Safe harbor leases

Additional deduction for wages paid or accrued for work done in Iowa by certain
individuals

Work opportunity tax credit

Reserved

Gains and losses on property acquired before January 1, 1934

Federal income tax deduction

Iowa franchise taxes

Method of accounting, accounting period

Consolidated returns

Federal rulings and regulations

Reserved

Depreciation of speculative shell buildings

Deduction of multipurpose vehicle registration fee

Disallowance of expenses to carry an investment subsidiary for tax years which
begin on or after January 1, 1995

S corporation and limited liability company financial institutions

Deduction for contributions made to the endowment fund of the Iowa educational
savings plan trust

Additional first-year depreciation allowance

Section 179 expensing

ALLOCATION AND APPORTIONMENT
Basis of franchise tax
Allocation and apportionment
Net gains and losses from the sale of assets
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59.28(422)
59.29(422)

60.1(422)
60.2(422)
60.3(422)
60.4(421)
60.5(422)

61.1(422)
61.2(422)
61.3(422)
61.4(422)
61.5(422)
61.6(422)

67.1(452A)
67.2(452A)
67.3(452A)
67.4(452A)
67.5(452A)
67.6(452A)
67.7(452A)
67.8(452A)
67.9(452A)
67.10(452A)
67.11(452A)
67.12(452A)
67.13(4524A)
67.14(452A)
67.15(452A)
67.16(452A)
67.17(452A)
67.18(452A)
67.19(452A)
67.20(452A)
67.21(452A)
67.22(452A)
67.23(452A)
67.24(452A)
67.25(452A)
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Apportionment factor
Allocation and apportionment of income in special cases

CHAPTER 60
ASSESSMENTS, REFUNDS, APPEALS
Notice of discrepancies
Notice of assessment
Refund of overpaid tax
Abatement of tax
Protests

CHAPTER 61

ESTIMATED TAX FOR FINANCIAL INSTITUTIONS
Who must pay estimated tax
Time for filing and payment of tax
Special estimate periods
Reporting forms
Penalties
Overpayment of estimated tax

CHAPTERS 62 to 66
Reserved

TITLE VIII
MOTOR FUEL

CHAPTER 67

ADMINISTRATION
Definitions
Statute of limitations, supplemental assessments and refund adjustments
Taxpayers required to keep records
Audit—costs
Estimate gallonage
Timely filing of returns, reports, remittances, applications, or requests
Extension of time to file
Penalty and interest
Penalty and enforcement provisions
Application of remittance
Reports, returns, records—variations
Form of invoice
Credit card invoices
Original invoice retained by purchaser—certified copy if lost
Taxes erroneously or illegally collected
Credentials and receipts
Information confidential
Delegation to audit and examine
Practice and procedure before the department of revenue
Time for filing protest
Bonding procedure
Tax refund offset
Supplier, restrictive supplier, importer, exporter, blender, dealer, or user licenses
Reinstatement of license canceled for cause
Fuel used in implements of husbandry
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67.26(452A)
67.27(452A)

68.1(452A)
68.2(452A)
68.3(452A)
68.4(452A)
68.5(452A)
68.6(452A)
68.7(452A)
68.8(452A)
68.9(452A)
68.10(452A)
68.11(452A)
68.12(452A)
68.13(452A)
68.14(452A)
68.15(452A)
68.16(452A)
68.17(452A)
68.18(452A)

69.1(452A)
69.2(452A)
69.3(452A)
69.4(452A)
69.5(452A)

69.6(452A)
69.7(452A)
69.8(452A)
69.9(452A)
69.10(452A)
69.11(452A)
69.12(452A)
69.13(452A)

69.14(452A)
69.15(452A)
69.16(452A)
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Excess tax collected
Retailer gallons report

CHAPTER 68
MOTOR FUEL AND UNDYED SPECIAL FUEL
Definitions
Tax rates—time tax attaches—responsible party
Exemption
Ethanol blended gasoline taxation—nonterminal location
Tax returns—computations
Distribution allowance
Supplier credit—uncollectible account
Refunds
Claim for refund—payment of claim
Refund permit
Revocation of refund permit
Income tax credit in lieu of refund
Reduction of refund—sales tax
Terminal withdrawals—meters
Terminal and nonterminal storage facility reports and records
Method of reporting taxable gallonage
Transportation reports
Bill of lading or manifest requirements

CHAPTER 69
LIQUEFIED PETROLEUM GAS—
COMPRESSED NATURAL GAS
Definitions
Tax rates—time tax attaches—responsible party—payment of the tax
Penalty and interest
Bonding procedure

Persons authorized to place L.P.G. or C.N.G. in the fuel supply tank of a motor

vehicle
Requirements to be licensed
Licensed metered pumps
Single license for each location
Dealer’s and user’s license nonassignable
Separate storage—bulk sales—highway use
Combined storage—bulk sales—highway sales or use
Exemption certificates

L.P.G. sold to the state of lowa, its political subdivisions, contract carriers under
contract with public schools to transport pupils or regional transit systems

Refunds
Notice of meter seal breakage
Location of records—L.P.G. or C.N.G. users and dealers
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70.1(437A)
70.2(437A)
70.3(437A)
70.4(437A)
70.5(437A)
70.6(437A)
70.7(437A)
70.8(437A)
70.9(437A)
70.10(437A)
70.11(437A)
70.12(437A)
70.13(437A)

70.14(437A)
70.15(437A)
70.16(437A)
70.17(437A)
70.18(437A)
70.19(437A)
70.20(437A)
70.21(437A)
70.22(437A)
70.23(437A)
70.24(437A)

Revenue[701]

TITLE IX
PROPERTY

CHAPTER 70
REPLACEMENT TAX AND STATEWIDE PROPERTY TAX
DIVISION I
REPLACEMENT TAX
Who must file return
Time and place for filing return
Form for filing
Payment of tax
Statute of limitations
Billings
Refunds
Abatement of tax
Taxpayers required to keep records
Credentials
Audit of records
Collections/reimbursements
Information confidential
DIVISION II
STATEWIDE PROPERTY TAX
Who must file return
Time and place for filing return
Form for filing
Payment of tax
Statute of limitations
Billings
Refunds
Abatement of tax
Taxpayers required to keep records
Credentials
Audit of records

CHAPTER 71
ASSESSMENT PRACTICES AND EQUALIZATION

71.1(405,427A,428,441,499B) Classification of real estate

71.2(421,428,441)
71.3(421,428,441)
71.4(421,428,441)
71.5(421,428,441)
71.6(421,428,441)

Assessment and valuation of real estate
Valuation of agricultural real estate
Valuation of residential real estate
Valuation of commercial real estate
Valuation of industrial land and buildings

71.7(421,427A,428,441) Valuation of industrial machinery

71.8(428,441)
71.9(428,441)
71.10(421)
71.11(441)
71.12(441)
71.13(441)
71.14(441)
71.15(441)
71.16(441)

Abstract of assessment

Reconciliation report

Assessment/sales ratio study

Equalization of assessments by class of property
Determination of aggregate actual values

Tentative equalization notices

Hearings before the director

Final equalization order

Alternative method of implementing equalization orders

IAC 5/16/12
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71.17(441) Special session of boards of review

71.18(441) Judgment of assessors and local boards of review
71.19(441) Conference boards

71.20(441) Board of review

71.21(421,17A)  Property assessment appeal board
71.22(428,441) Assessors

71.23 and 71.24  Reserved

71.25(441,443) Omitted assessments

71.26(441) Assessor compliance
CHAPTER 72
EXAMINATION AND CERTIFICATION OF ASSESSORS AND DEPUTY ASSESSORS
72.1(441) Application for examination
72.2(441) Examinations
72.3(441) Equivalent of high school diploma
72.4(441) Appraisal-related experience
72.5(441) Regular certification
72.6(441) Temporary certification
72.7 Reserved
72.8(441) Deputy assessors—regular certification
72.9 Reserved
72.10(441) Appointment of deputy assessors
72.11(441) Special examinations
72.12(441) Register of eligible candidates
72.13(441) Course of study for provisional appointees
72.14(441) Examining board
72.15(441) Appointment of assessor
72.16(441) Reappointment of assessor
72.17(441) Removal of assessor
72.18(421,441) Courses offered by the department of revenue
CHAPTER 73
PROPERTY TAX CREDIT AND RENT REIMBURSEMENT
73.1(425) Eligible claimants
73.2(425) Separate homesteads—husband and wife property tax credit
73.3(425) Dual claims
73.4(425) Multipurpose building
73.5(425) Multidwelling
73.6(425) Income
73.7(425) Joint tenancy
73.8(425) Amended claim
73.9(425) Simultaneous homesteads
73.10(425) Confidential information
73.11(425) Mobile, modular, and manufactured homes
73.12(425) Totally disabled
73.13(425) Nursing homes
73.14(425) Household
73.15(425) Homestead
73.16(425) Household income
73.17(425) Timely filing of claims
73.18(425) Separate homestead—husband and wife rent reimbursements

73.19(425) Gross rent/rent constituting property taxes paid
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73.20(425) Leased land
73.21(425) Property: taxable status
73.22(425) Special assessments
73.23(425) Suspended, delinquent, or canceled taxes
73.24(425) Income: spouse
73.25(425) Common law marriage
73.26 Reserved
73.27(425) Special assessment credit
73.28(425) Credit applied
73.29(425) Deceased claimant
73.30(425) Audit of claim
73.31(425) Extension of time for filing a claim
73.32(425) Annual adjustment factor
73.33(425) Proration of claims
73.34(425) Unreasonable hardship
CHAPTER 74
MOBILE, MODULAR, AND MANUFACTURED HOME TAX
74.1(435) Definitions
74.2(435) Movement of home to another county
74.3(435) Sale of home
74.4(435) Reduced tax rate
74.5(435) Taxation—real estate
74.6(435) Taxation—square footage
74.7(435) Audit by department of revenue
74.8(435) Collection of tax
CHAPTER 75
PROPERTY TAX ADMINISTRATION
75.1(441) Tax year
75.2(445) Partial payment of tax
75.3(445) When delinquent
75.4(446) Payment of subsequent year taxes by purchaser

75.5(428,433,434,437,437A,438) Central assessment confidentiality
75.6(446) Tax sale

75.7(445) Refund of tax
75.8(614) Delinquent property taxes
CHAPTER 76
DETERMINATION OF VALUE OF RAILROAD COMPANIES
76.1(434) Definitions of terms
76.2(434) Filing of annual reports
76.3(434) Comparable sales
76.4(434) Stock and debt approach to unit value
76.5(434) Income capitalization approach to unit value
76.6(434) Cost approach to unit value
76.7(434) Correlation
76.8(434) Allocation of unit value to state

76.9(434) Exclusions
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CHAPTER 77
DETERMINATION OF VALUE OF UTILITY COMPANIES

77.1(428,433,437,438) Definition of terms

77.2(428,433,437,438) Filing of annual reports
77.3(428,433,437,438) Comparable sales

77.4(428,433,437,438) Stock and debt approach to unit value
77.5(428,433,437,438) Income capitalization approach to unit value
77.6(428,433,437,438) Cost approach to unit value
77.7(428,433,437,438) Correlation

77.8(428,433,437,438) Allocation of unit value to state

CHAPTER 78
Reserved

CHAPTER 79

REAL ESTATE TRANSFER TAX AND DECLARATIONS OF VALUE

79.1(428A)
79.2(428A)
79.3(428A)

79.4(428A)
79.5(428A)
79.6(428A)

80.1(425)
80.2(22,35,426A)
80.3(427)
80.4(427)
80.5(427)
80.6(427B)
80.7(427B)
80.8(404)
80.9(427C,441)
80.10(427B)
80.11(425A)
80.12(427)
80.13(427B,476B)
80.14(427)
80.15(427)
80.16(426)
80.17(427)
80.18(427)
80.19(427)
80.20(427)
80.21(368)
80.22(427)
80.23(427A)
80.24(427)
80.25(427A)
80.26(427)
80.27(427)

Real estate transfer tax: Responsibility of county recorders

Taxable status of real estate transfers

Declarations of value: Responsibility of county recorders and city and county
assessors

Certain transfers of agricultural realty

Form completion and filing requirements

Public access to declarations of value

CHAPTER 80

PROPERTY TAX CREDITS AND EXEMPTIONS
Homestead tax credit
Military service tax exemption
Pollution control and recycling property tax exemption
Low-rent housing for the elderly and persons with disabilities
Speculative shell buildings
Industrial property tax exemption
Assessment of computers and industrial machinery and equipment
Urban revitalization partial exemption
Forest and fruit-tree reservations
Underground storage tanks
Family farm tax credit
Methane gas conversion property
Wind energy conversion property
Mobile home park storm shelter
Barn and one-room schoolhouse preservation
Agricultural land tax credit
Indian housing property
Property used in value-added agricultural product operations
Dwelling unit property within certain cities
Nursing facilities
Annexation of property by a city
Port authority
Concrete batch plants and hot mix asphalt facilities
Airport property
Car wash equipment
Web search portal and data center business property
Privately owned libraries and art galleries
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80.28(404B)

80.29 to 80.49
80.50(427,441)

80.51(441)
80.52(427)
80.53(427)
80.54(427)

80.55(427,441)

80.56(427)

81.1(453A)
81.2(453A)
81.3(453A)
81.4(453A)
81.5(453A)
81.6(453A)
81.7(453A)
81.8(98)
81.9(98)
81.10(98)
81.11(453A)
81.12(453A)
81.13(453A)
81.14(453A)
81.15(98)
81.16(453A)

82.1(453A)
82.2(453A)
82.3(453A)
82.4(453A)
82.5(453A)
82.6(453A)
82.7(453A)
82.8(453A)
82.9(453A)
82.10(453A)
82.11(453A)

83.1(453A)
83.2(453A)
83.3(453A)
83.4(453A)
83.5(453A)
83.6(453A)
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Disaster revitalization area

Reserved

Responsibility of local assessors
Responsibility of local boards of review
Responsibility of director of revenue
Application for exemption

Partial exemptions

Taxable status of property

Abatement of taxes

TITLE X
CIGARETTES AND TOBACCO

CHAPTER 81
ADMINISTRATION
Definitions
Credentials and receipts
Examination of records
Records
Form of invoice
Audit of records—cost, supplemental assessments and refund adjustments
Bonds
Penalties
Interest
Waiver of penalty or interest
Appeal—practice and procedure before the department
Permit—Ilicense revocation
Permit applications and denials
Confidential information
Request for waiver of penalty
Inventory tax

CHAPTER 82

CIGARETTE TAX
Permits required
Partial year permits—payment—refund—exchange
Bond requirements
Cigarette tax—attachment—exemption—exclusivity of tax
Cigarette tax stamps
Banks authorized to sell stamps—requirements—restrictions
Purchase of cigarette tax stamps—discount
Affixing stamps
Reports
Manufacturer’s samples
Refund of tax—unused and destroyed stamps

CHAPTER 83
TOBACCO TAX
Licenses
Distributor bond
Tax on tobacco products
Tax on little cigars
Distributor discount
Distributor returns
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83.7(453A) Consumer’s return
83.8(453A) Transporter’s report
83.9(453A) Free samples

83.10(453A) Credits and refunds of taxes
83.11(453A) Sales exempt from tax

83.12(81GA,HF339)  Retail permits required
83.13(81GA,HF339)  Permit issuance fee
83.14(81GA,HF339)  Refunds of permit fee
83.15(81GA,HF339)  Application for permit
83.16(81GA,HF339)  Records and reports
83.17(81GA,HF339)  Penalties

CHAPTER 84
UNFAIR CIGARETTE SALES
84.1(421B) Definitions
84.2(421B) Minimum price
84.3(421B) Combination sales
84.4(421B) Retail redemption of coupons
84.5(421B) Exempt sales
84.6(421B) Notification of manufacturer’s price increase
84.7(421B) Permit revocation
CHAPTER 85
TOBACCO MASTER SETTLEMENT AGREEMENT
DIVISION I
TOBACCO MASTER SETTLEMENT AGREEMENT
85.1(453C) National uniform tobacco settlement
85.2(453C) Definitions
85.3(4530) Report required
85.4(453C) Report information
85.5(453C) Record-keeping requirement
85.6(453C) Confidentiality
85.7 t0 85.20 Reserved

DIVISION II
TOBACCO PRODUCT MANUFACTURERS’ OBLIGATIONS AND PROCEDURES

85.21(80GA,SF375)  Definitions
85.22(80GA,SF375) Directory of tobacco product manufacturers

TITLE XI
INHERITANCE, ESTATE, GENERATION SKIPPING, AND FIDUCIARY INCOME TAX

CHAPTER 86

INHERITANCE TAX
86.1(450) Administration
86.2(450) Inheritance tax returns and payment of tax
86.3(450) Audits, assessments and refunds
86.4(450) Appeals
86.5(450) Gross estate
86.6(450) The net estate
86.7(450) Life estate, remainder and annuity tables—in general
86.8(450B) Special use valuation
86.9(450) Market value in the ordinary course of trade

86.10(450) Alternate valuation date
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86.11(450)
86.12(450)
86.13(450)
86.14(450)
86.15(450)

87.1(451)
87.2(451)
87.3(451)
87.4(451)
87.5(451)
87.6(451)

88.1(450A)
88.2(450A)
88.3(450A)
88.4(450A)
88.5(450A)
88.6(450A)

89.1(422)
89.2(422)
89.3(422)
89.4(422)
89.5(422)
89.6(422)
89.7(422)
89.8(422)
89.9(422)
89.10(422)
89.11(422)

91.1(453B)
91.2(453B)
91.3(453B)

Revenue[701]

Valuation—special problem areas

The inheritance tax clearance

No lien on the surviving spouse’s share of the estate
Computation of shares

Applicability

CHAPTER 87
IOWA ESTATE TAX

Administration
Confidential and nonconfidential information
Tax imposed, tax returns, and tax due
Audits, assessments and refunds
Appeals
Applicable rules

CHAPTER 88
GENERATION SKIPPING TRANSFER TAX
Administration
Confidential and nonconfidential information
Tax imposed, tax due and tax returns
Audits, assessments and refunds
Appeals

Generation skipping transfers prior to Public Law 99-514

CHAPTER 89

FIDUCIARY INCOME TAX
Administration
Confidentiality
Situs of trusts
Fiduciary returns and payment of the tax
Extension of time to file and pay the tax
Penalties
Interest or refunds on net operating loss carrybacks
Reportable income and deductions
Audits, assessments and refunds
The income tax certificate of acquittance
Appeals to the director

CHAPTER 90
Reserved
TITLE XII

MARIJUANA AND CONTROLLED
SUBSTANCES STAMP TAX

CHAPTER 91
ADMINISTRATION OF MARIJUANA AND
CONTROLLED SUBSTANCES STAMP TAX
Marijuana and controlled substances stamp tax
Sales of stamps
Refunds pertaining to unused stamps

CHAPTERS 92 to 96
Reserved
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103.1(423A)
103.2(423A)
103.3(423A)
103.4(423A)
103.5(423A)
103.6(423A)
103.7(423A)
103.8(423A)
103.9(423A)
103.10(423A)
103.11(423A)
103.12(423A)
103.13(423A)
103.14(423A)
103.15(423A)

104.1(423A)
104.2(423A)
104.3(423A)
104.4(423A)
104.5(423A)
104.6(423A)
104.7(423A)
104.8(423A)
104.9(423A)
104.10(423A)

104.11(421,423A)
104.12(421,423A)

105.1(423A)
105.2(423A)
105.3(423A)
105.4(423A)
105.5(423A)
105.6(423A)
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TITLE XIII

CHAPTERS 97 to 101
Reserved

TITLE XIV
HOTEL AND MOTEL TAX

CHAPTER 102
Reserved

CHAPTER 103
STATE-IMPOSED AND LOCALLY IMPOSED HOTEL AND
MOTEL TAXES—ADMINISTRATION
Definitions, administration, and imposition
Statute of limitations, supplemental assessments and refund adjustments
Credentials and receipts
Retailers required to keep records
Audit of records
Billings
Collections
No property exempt from distress and sale
Information confidential
Bonding procedure
Sales tax
Judicial review
Registration
Notification
Certification of funds

CHAPTER 104
HOTEL AND MOTEL—

FILING RETURNS, PAYMENT OF TAX, PENALTY, AND INTEREST

Returns, time for filing

Remittances

Permits

Sale of business

Bankruptcy, insolvency or assignment for benefit of creditors
Claim for refund of tax

Application of payments

Interest and penalty

Request for waiver of penalty

Extension of time for filing

Personal liability of corporate officers and partners for unpaid tax
Good faith exception for successor liability

CHAPTER 105

LOCALLY IMPOSED HOTEL AND MOTEL TAX
Local option
Tax rate
Tax base
Imposition dates
Adding or absorbing tax
Termination dates
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107.1(422B)
107.2(422B)
107.3(422B)
107.4(422B)
107.5(422B)

107.6(422B)

107.7(422B)
107.8(423B)

107.9(423B,423E)

107.10(422B)
107.11(422B)
107.12(422B)

107.13(421,422B)

107.14(422B)
107.15(422B)
107.16(422B)

107.17(422B,422E)

108.1(422E)
108.2(422E)
108.3(422E)
108.4(422E)

108.5(422E)
108.6(422E)
108.7(422E)
108.8(422E)
108.9(422E)
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CHAPTER 106
Reserved
TITLE XV

LOCAL OPTION SALES AND
SERVICE TAX

CHAPTER 107
LOCAL OPTION SALES AND SERVICE TAX
Definitions
Local option sales and service tax
Transactions subject to and excluded from local option sales tax
Transactions subject to and excluded from local option service tax
Single contracts for taxable services performed partly within and partly outside of
an area of a county imposing the local option service tax
Motor vehicle, recreational vehicle, and recreational boat rental subject to local
option service tax
Special rules regarding utility payments
Contacts with county necessary to impose collection obligation upon a retailer
Sales not subject to local option tax, including transactions subject to lowa use tax
Local option sales and service tax payments to local governments
Procedure if county of receipt’s origins is unknown
Computation of local option tax due from mixed sales on excursion boats
Officers and partners, personal liability for unpaid tax
Local option sales and service tax imposed by a city
Application of payments
Construction contractor refunds
Discretionary application of local option tax revenues

CHAPTER 108
LOCAL OPTION SCHOOL INFRASTRUCTURE
SALES AND SERVICE TAX

Definitions
Authorization, rate of tax, imposition, use of revenues, and administration
Collection of the tax
Similarities to the local option sales and service tax imposed in lowa Code chapter

422B and 701—Chapter 107
Sales not subject to local option tax, including transactions subject to lowa use tax
Deposits of receipts
Local option school infrastructure sales and service tax payments to school districts
Construction contract refunds
28E agreements

CHAPTER 109

NEW SCHOOL INFRASTRUCTURE LOCAL OPTION SALES AND SERVICES TAX—
EFFECTIVE ON OR AFTER APRIL 1, 2003, THROUGH FISCAL YEARS

109.1(422E)
109.2(422E)
109.3(422E)
109.4(422E)
109.5(422E)
109.6(422E)

ENDING DECEMBER 31, 2022
Use of revenues and definitions
Imposition of tax
Application of law
Collection of tax and distribution
Insufficient funds
Use of revenues by the school district
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109.7(422E)
109.8(422E)

120.1(421)
120.2(421)
120.3(421)

122.1(441)
122.2(441)
122.3(441)
122.4(441)

123.1(441)
123.2(441)
123.3(441)
123.4(441)
123.5(441)
123.6(441)
123.7(441)
123.8(441)
123.9(441)

124.1(441)
124.2(441)
124.3(441)
124.4(441)
124.5(441)
124.6(441)

125.1(441)
125.2(441)
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Bonds
28E agreements

CHAPTERS 110 to 119
Reserved

TITLE XVI
REASSESSMENT EXPENSE FUND

CHAPTER 120
REASSESSMENT EXPENSE FUND
Reassessment expense fund
Application for loan
Criteria for granting loan

CHAPTER 121
Reserved

TITLE XVII
ASSESSOR CONTINUING EDUCATION

CHAPTER 122

ADMINISTRATION
Establishment
General operation
Location
Purpose
CHAPTER 123
CERTIFICATION
General
Confidentiality

Certification of assessors

Certification of deputy assessors

Type of credit

Retaking examination

Instructor credit

Conference board and assessor notification
Director of revenue notification

CHAPTER 124
COURSES

Course selection
Scheduling of courses
Petitioning to add, delete or modify courses
Course participation
Retaking a course
Continuing education program for assessors

CHAPTER 125
REVIEW OF AGENCY ACTION
Decisions final
Grievance and appeal procedures

CHAPTERS 126 to 149
Reserved
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TITLE XVIII
DEBT COLLECTION

CHAPTER 150
FEDERAL OFFSET FOR IOWA INCOME TAX OBLIGATIONS

150.1(421,26USC6402) Purpose and general application of offset of a federal tax overpayment to

collect an Iowa income tax obligation
150.2(421,26USC6402) Definitions
150.3(421,26USC6402) Prerequisites for requesting a federal offset
150.4(421,26USC6402) Procedure after submission of evidence
150.5(421,26USC6402) Notice by lowa to the Secretary to request federal offset
150.6(421,26USC6402) Erroneous payments to lowa
150.7(421,26USC6402) Correcting and updating notice to the Secretary

151.1(421)
151.2(421)
151.3(421)
151.4(421)
151.5(421)
151.6(421)
151.7(421)
151.8(421)
151.9(421)

CHAPTER 151
COLLECTION OF DEBTS OWED THE STATE
OF IOWA OR A STATE AGENCY
Definitions
Scope and purpose
Participation guidelines
Duties of the agency
Duties of the department—performance of collection
Payment of collected amounts
Reimbursement for collection of liabilities
Confidentiality of information
Subpoena of records from public or private utility companies

CHAPTER 152
DEBT COLLECTION AND SELLING OF PROPERTY
TO COLLECT DELINQUENT DEBTS

152.1(421,422,626,642) Definitions
152.2(421,422,626,642) Sale of property
152.3(421,422,626,642) Means of sale

CHAPTER 153

LICENSE SANCTIONS FOR COLLECTION OF DEBTS OWED THE STATE OF IOWA OR

153.1(272D)
153.2(272D)
153.3(272D)
153.4(272D)
153.5(272D)
153.6(272D)
153.7(272D)
153.8(272D)
153.9(272D)
153.10(272D)
153.11(272D)
153.12(272D)
153.13(272D)
153.14(272D)

A STATE AGENCY
Definitions
Purpose and use
Challenge to issuance of certificate of noncompliance
Use of information
Notice to person of potential sanction of license
Conference
Issuance of certificate of noncompliance
Stay of certificate of noncompliance
Written agreements
Decision of the unit
Withdrawal of certificate of noncompliance
Certificate of noncompliance to licensing authority
Requirements of the licensing authority
District court hearing
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CHAPTER 154
CHALLENGES TO ADMINISTRATIVE LEVIES AND
PUBLICATION OF NAMES OF DEBTORS

154.1(421) Definitions
154.2(421) Administrative levies
154.3(421) Challenges to administrative levies
154.4(421) Form and time of challenge
154.5(421) Issues that may be raised
154.6(421) Review of challenge
154.7(421) Actions where there is a mistake of fact
154.8(421) Action if there is not a mistake of fact
154.9 to 154.15 Reserved
154.16(421) List for publication
154.17(421) Names to be published
154.18(421) Release of information
CHAPTERS 155 to 210
Reserved
TITLE XIX

STREAMLINED SALES AND USE TAX RULES

CHAPTER 211
DEFINITIONS
211.1(423) Definitions

CHAPTER 212
ELEMENTS INCLUDED IN AND EXCLUDED
FROM A TAXABLE SALE AND SALES PRICE

212.1(423) Tax not to be included in price
212.2(423) Finance charge
212.3(423) Retailers’ discounts, trade discounts, rebates and coupons
212.4(423) Excise tax included in and excluded from sales price
212.5(423) Trade-ins
212.6(423) Installation charges when tangible personal property is sold at retail
212.7(423) Service charge and gratuity
212.8(423) Payment from a third party
CHAPTER 213
MISCELLANEOUS TAXABLE SALES
213.1(423) Tax imposed
213.2(423) Athletic events
213.3(423) Conditional sales contracts
213.4(423) The sales price of sales of butane, propane and other like gases in cylinder drums,
etc.
213.5(423) Antiques, curios, old coins, collector’s postage stamps, and currency exchanged
for greater than face value
213.6(423) Communication services furnished by hotel to its guests
213.7(423) Consignment sales
213.8(423) Electrotypes, types, zinc etchings, halftones, stereotypes, color process plates,
wood mounts and art productions
213.9(423) Explosives used in mines, quarries and elsewhere
213.10(423) Sales on layaway

213.11(423) Memorial stones
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213.12(423)
213.13(423)
213.14(423)
213.15(423)
213.16(423)
213.17(423)
213.18(423)
213.19(423)
213.20(423)
213.21(423)
213.22(423)
213.23(423)
213.24(423)

213.25(423)

214.1(423)

214.2(423)
214.3(423)
214.4(423)
214.5(423)
214.6(423)

219.1(423)
219.2(423)
219.3(423)

219.4(423)
219.5(423)

219.6(423)

219.7(423)

219.8(423)

219.9(423)

219.10(423)
219.11(423)
219.12(423)
219.13(423)
219.14(423)
219.15(423)
219.16(423)
219.17(423)
219.18(423)
219.19(423)
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Creditors and trustees

Sale of pets

Redemption of meal tickets, coupon books and merchandise cards as a taxable sale

Rental of personal property in connection with the operation of amusements

Repossessed goods

Sales of signs at retail

Tangible personal property made to order

Used or secondhand tangible personal property

Carpeting and other floor coverings

Goods damaged in transit

Snowmobiles, motorboats, and certain other vehicles

Photographers and photostaters

Sale, transfer or exchange of tangible personal property or taxable enumerated
services between affiliated corporations

Urban transit systems

CHAPTER 214
MISCELLANEOUS NONTAXABLE TRANSACTIONS
Corporate mergers which do not involve taxable sales of tangible personal property
or services
Sales of prepaid merchandise cards
Demurrage charges
Beverage container deposits
Exempt sales by excursion boat licensees
Advertising agencies, commercial artists and designers as an agent or as a
nonagent of a client

CHAPTERS 215 to 218
Reserved

CHAPTER 219
SALES AND USE TAX ON CONSTRUCTION ACTIVITIES
General information
Contractors—consumers of building materials, supplies, and equipment by statute
Sales of building materials, supplies, and equipment to contractors, subcontractors,
builders or owners
Contractors, subcontractors or builders who are retailers
Building materials, supplies, and equipment used in the performance of
construction contracts within and outside lowa
Tangible personal property used or consumed by the manufacturer thereof
Prefabricated structures
Types of construction contracts
Machinery and equipment sales contracts with installation
Construction contracts with equipment sales (mixed contracts)
Distinguishing machinery and equipment from real property
Tangible personal property which becomes structures
Tax on enumerated services
Transportation cost
Start-up charges
Liability of subcontractors
Liability of sponsors
Withholding
Resale certificates
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219.20(423)
219.21(423)

224.1(423)
224.2(423)
224.3(423)
224.4(423)
224.5(423)
224.6(423)
224.7(423)

225.1(423)

225.2(423)
225.3(423)
225.4(423)

225.5(423)
225.6(423)

226.1(423)
226.2(423)
226.3(423)
226.4(423)
226.5(423)
226.6(423)
226.7(423)
226.8(423)
226.9(423)
226.10(423)
226.11(423)
226.12(423)
226.13(423)
226.14(423)
226.15(423)
226.16(423)
226.17(423)

226.18(423)

226.19(423)
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Reporting for use tax
Exempt sale, lease, or rental of equipment used by contractors, subcontractors, or
builders

CHAPTERS 220 to 223
Reserved

CHAPTER 224

TELECOMMUNICATION SERVICES
Taxable telecommunication service and ancillary service
Definitions
Imposition of tax
Exempt from the tax
Bundled transactions in telecommunication service
Sourcing telecommunication service
General billing issues

CHAPTER 225
RESALE AND PROCESSING EXEMPTIONS PRIMARILY
OF BENEFIT TO RETAILERS
Paper or plastic plates, cups, and dishes, paper napkins, wooden or plastic spoons
and forks, and straws
A service purchased for resale
Services used in the repair or reconditioning of certain tangible personal property
Tangible personal property purchased by a person engaged in the performance
of a service
Maintenance or repair of fabric or clothing
The sales price from the leasing of all tangible personal property subject to tax

CHAPTER 226
AGRICULTURAL RULES
Sale or rental of farm machinery and equipment
Packaging material used in agricultural production
Irrigation equipment used in agricultural production
Sale of a draft horse
Veterinary services
Commercial fertilizer and agricultural limestone
Sales of breeding livestock
Domesticated fowl
Agricultural health promotion items
Drainage tile
Materials used for seed inoculations
Fuel used in agricultural production
Water used in agricultural production
Bedding for agricultural livestock or fowl
Sales by farmers
Sales of livestock (including domesticated fowl) feeds
Farm machinery, equipment, and replacement parts used in livestock or dairy
production
Machinery, equipment, and replacement parts used in the production of flowering,
ornamental, and vegetable plants
Nonexclusive lists



Analysis, p.42

230.1
230.2(423)

230.3(423)
230.4(423)
230.5(423)
230.6(423)
230.7(423)
230.8(423)

230.9(423)

230.10(423)
230.11(423)
230.12(423)
230.13(423)

231.1(423)
231.2(423)
231.3(423)
231.4(423)
231.5(423)
231.6(423)
231.7(423)
231.8(423)
231.9(423)
231.10(423)
231.11(423)
231.12(423)
231.13(423)
231.14(423)
231.15(423)
231.16(423)

235.1(423)
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CHAPTERS 227 to 229
Reserved

CHAPTER 230

EXEMPTIONS PRIMARILY BENEFITING MANUFACTURERS AND

OTHER PERSONS ENGAGED IN PROCESSING

Reserved

Carbon dioxide in a liquid, solid, or gaseous form, electricity, steam, and taxable
services used in processing

Services used in processing

Chemicals, solvents, sorbents, or reagents used in processing

Exempt sales of gases used in the manufacturing process

Sale of electricity to water companies

Wind energy conversion property

Exempt sales or rentals of core making and mold making equipment, and sand
handling equipment

Chemical compounds used to treat water

Exclusive web search portal business and its exemption

Web search portal business and its exemption

Large data center business exemption

Data center business sales and use tax refunds

CHAPTER 231
EXEMPTIONS PRIMARILY OF BENEFIT TO CONSUMERS
Newspapers, free newspapers and shoppers’ guides
Motor fuel, special fuel, aviation fuels and gasoline
Sales of food and food ingredients
Sales of candy
Sales of prepared food
Prescription drugs, medical devices, oxygen, and insulin
Exempt sales of other medical devices which are not prosthetic devices
Prosthetic devices, durable medical equipment, and mobility enhancing equipment
Raffles
Exempt sales of prizes
Modular homes
Access to on-line computer service
Sale or rental of information services
Exclusion from tax for property delivered by certain media
Exempt sales of clothing and footwear during two-day period in August
State sales tax phase-out on energies

CHAPTERS 232 to 234
Reserved

CHAPTER 235
REBATE OF IOWA SALES TAX PAID
Sanctioned automobile racetrack facilities

CHAPTERS 236 to 238
Reserved
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239.1(423B)
239.2(423B)
239.3(423B)
239.4(423B)
239.5(423B)
239.6(423B)
239.7(423B)
239.8(423B)
239.9(423B)
239.10(423B)

240.1(423)

240.2(423)
240.3(423)
240.4(423)
240.5(423)
240.6(423)
240.7(423)

240.8(423)

Revenue[701]

CHAPTER 239
LOCAL OPTION SALES TAX URBAN RENEWAL PROJECTS

Urban renewal project
Definitions
Establishing sales and revenue growth
Requirements for cities adopting an ordinance
Identification of retail establishments
Calculation of base year taxable sales amount
Determination of tax growth increment amount
Distribution of tax base and growth increment amounts
Example
Ordinance term

CHAPTER 240

RULES NECESSARY TO IMPLEMENT THE STREAMLINED SALES

AND USE TAX AGREEMENT

Analysis, p.43

Allowing use of the lowest tax rate within a database area and use of the tax rate

for a five-digit area when a nine-digit zip code cannot be used
Permissible categories of exemptions

Requirement of uniformity in the filing of returns and remittance of funds

Allocation of bad debts
Purchaser refund procedures
Relief from liability for reliance on taxability matrix

Effective dates of taxation rate increases or decreases when certain services are

furnished
Prospective application of defining “retail sale” to include a lease or

CHAPTER 241

rental

EXCISE TAXES NOT GOVERNED BY THE STREAMLINED SALES AND

USE TAX AGREEMENT

241.1(423A,423D) Purpose of the chapter
241.2(423A,423D) Director’s administration

241.3(423A)
241.4(423A)
241.5(423A)

241.6(423D)
241.7(423D)
241.8(423D)

DIVISION I
STATE-IMPOSED HOTEL AND MOTEL TAX
Definitions
Imposition of tax
Exemptions

DIVISION II
EXCISE TAX ON SPECIFIC CONSTRUCTION MACHINERY AND EQUIPMENT

Definitions
Tax imposed
Exemption
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CHAPTER 151
COLLECTION OF DEBTS OWED THE STATE
OF IOWA OR A STATE AGENCY

701—151.1(421) Definitions. For purposes of this chapter, the following definitions shall govern:

“Debtor” means any person having a delinquent account, charge, fee, loan, or other indebtedness
due the state of lowa or any state agency.

“Department” means the lowa department of revenue or the director of the lowa department of
revenue and the director’s representative.

“Director” is the director of revenue.

“Liability” or “debt” means any liquidated sum due and owing to the state of lowa or any state
agency which has accrued through contract, subrogation, tort, operation of law, or any legal theory
regardless of whether there is an outstanding judgment for that sum.

“Person” or “entity” means individual, corporation, business trust, estate, trust, partnership or
association, limited liability company, or any other legal entity, but does not include a state agency.

“State agency” or “agency” means a board, commission, department, including the department of
revenue, or other administrative office or unit of the state of lowa. “State agency” does not include the
general assembly, the governor, or any political subdivision of the state, or its offices and units.

701—151.2(421) Scope and purpose. The purpose of these rules is to improve collection efforts
by establishing a centralized collection system in the department for use by state agencies to collect
delinquent accounts.

701—151.3(421) Participation guidelines. Those state agencies qualified to use this chapter’s
collection provisions should utilize those provisions when it is cost-effective to do so. Final
determination regarding whether or not it will be cost-effective to collect any debt owed will be at the
discretion of the director. Generally, it will not be cost-effective to pursue collection of a debt if the
total anticipated collection cost will exceed the amount of the claim that could reasonably be expected
to be realized. The cost-effectiveness criteria which the director applies will not be the same for every
agency. Circumstances differ among agencies.

701—151.4(421) Duties of the agency. The agency seeking the use of the centralized collection system
shall have the following duties regarding the department and debtors.

151.4(1) Notification to the department. The agencies must provide a list of debtors to the
department of revenue. This list must be in a format and type prescribed by the department and include
information relevant to the identification of the debtor and the source and amount of the debt. The
agencies shall terminate all collection activities once notification is given to the department.

151.4(2) Change in status of debt. A state agency which has provided liability information to the
department of revenue must notify the department immediately of any change in the status of a debt. This
notification shall be made no later than ten calendar days from the occurrence of the change. Change
in status may come from payment of the debt or liability, invalidation of the liability, alternate payment
arrangements with the debtor, bankruptcy, or other factors.

701—151.5(421) Duties of the department—performance of collection. The department will develop
procedures for administering the collection program on an agency basis. Procedures may vary in order
to achieve the greatest efficiency in administering the collection program for each agency.

701—151.6(421) Payment of collected amounts. Payments of collected amounts shall be made by the
department monthly, but other arrangements can be made if agency requirements specify a different time
period. Payments will be made to the agency, to the general fund, split between the two, or as required
by the agency depending on the circumstances of each agency.
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701—151.7(421) Reimbursement for collection of liabilities. Costs incurred by the department in
administering the collection program will be charged to the state agency requesting collection. The
costs will be charged to the agency or deducted from the gross proceeds collected whichever the
director determines is reasonable based on the requesting agency’s circumstances. Costs may include
direct expenses such as salaries, travel, telephone, supplies, equipment, and system modification and
development costs; or indirect costs such as space, security, or utility costs. If the above-described
procedure is prohibited by paramount state or federal law, the director shall allow charges, deductions,
or reimbursement in a manner which conforms to the paramount law.

701—151.8(421) Confidentiality of information. Information shared between state agencies shall be
deemed confidential and shall be disclosed only to the extent that sufficient information is given that is
relevant to the identification of persons liable to state agencies. The confidentiality provisions of lowa
Code sections 422.20 and 422.72 do not apply to tax information contained in the centralized computer
data bank. The information is to be used for purpose of debt collection or license application or renewal.

701—151.9(421) Subpoena of records from public or private utility companies. The director may, to
the extent permissible by federal law, subpoena certain records held by a public or private utility company
with respect to an individual who has a debt or obligation placed with the centralized collection unit of the
department. This authority may be used only after reasonable efforts have been made by the centralized
collection unit of the department to locate the individual.

151.9(1) Definitions.

a.  “Public or private utility company” means a public utility, cable, video, or satellite television
company, cellular telephone company, or Internet service provider.
b.  “Reasonable efforts, ” for purposes of this rule, will be considered complete when the following

procedures have been performed by the department:

(1) The department has received returned and undeliverable mail sent to the individual’s most
recent address known to the department; and

(2) The department has attempted to reach the individual at the listed telephone number and
discovered that the telephone number is incorrect or the telephone has been disconnected.

c.  “Utlity” means the same as “public or private utility company” as defined in paragraph
151.9(1)“a.”

151.9(2) Procedure for issuing a subpoena, data transfer.

a. The department will contact the utility to obtain agreement upon the subpoena process; the
form, format and transmission method of a secure data file; and the schedule for both the subpoena and
the data.

b.  The department shall submit the subpoena to the utility’s designated recipient on or before the
date a secure data file is submitted for processing. The subpoena will include the director’s authority to
make the request, the name of the file submitted for processing, the information to be provided for each
individual, the expected response date, and the department’s contact information. The data file provided
to the utility by the department will include social security numbers, names, and last-known addresses
in the mutually agreed-upon format.

¢.  Upon receipt of the department’s data file, the utility will match the data file against its current
customer information and return to the department the current last name, first name, middle name,
address 1, address 2, city, state, ZIP code and telephone number for any current customer information
that matches the social security number and designated characters of the last name as provided by the
department. The department will not request or require any information from the utility other than the
current address and telephone number.

d.  Within 30 days of receiving the department’s data file, the utility will process and return the
data file to the department using the agreed-upon secure file transfer process.

e.  When the data file is returned, the department will match the returned data with the social
security number and designated characters of the current customer’s last name before updating its
collections system with the new address or telephone number.
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f The department will use the address and telephone number received from the utility to contact
the individual for collection purposes.

151.9(3) Confidentiality. The utility must keep confidential all records received from the department.
After the department has received the requested information from the utility, the utility must delete the
data files it received in a secure manner. The department must keep confidential all records received
from the utility in compliance with all applicable state and federal laws regarding individual privacy and
the privacy rights of public and private utility companies.

This rule is intended to implement lowa Code section 421.17(32).
[ARC 0124C, TAB 5/16/12, effective 6/20/12]

These rules are intended to implement lowa Code sections 421.17, 422.20, and 422.72.
[Filed emergency 10/22/93—published 11/10/93, effective 10/22/93]
[Filed 12/17/93, Notice 11/10/93—published 1/5/94, effective 2/9/94]
[Filed ARC 0124C (Notice ARC 0052C, IAB 3/21/12), IAB 5/16/12, effective 6/20/12]



